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A. Project Introduction

Montana is committed to enhancing its long term services and supports {LTSS)
system toincrease the use of home and community based serid€BSand reduce
the use of institutional supports. The State faces numerous challenges in achieving this
goalg some of which are unique tvontier? states, such as insufficient provider and
caregiver capacity and accessible housing availabilitypaard; of which are universally
faced by states nationwide, includitighited funds being balanced between entitlement
andnon-entitlement (i.e. waiverexpenditures

Montana issubmitting this grant applicatioto the Centers for Medicare and
Medicaid Serices (CM3p implement aMoney Follows the Person (MFP)
demonstration project taaugment existingommunitybasedLTSSand institute a
change initiative to rebalance itsng term caresystem. MontanaQ lIFPdemonstration
project, known adMontanaCanmunity Choice Partnership MERISE LI Y R (K S
existing transition efforts to individuats all target populationsvith more complex
needs. Montaa willinvestthe savings garnered through the enhanced Federal Medical
Assistance Percentage (FMARD increasedHCBS services and supports, including
diversion activities and waiver expansion.

a 2 y U | wsibnfbaits Canmunity Choice Partnership MERmonstration

project is to create a sustainable system that supports community options as a first

la2yidlylrQa [ ¢{{ c¢toBsuduawhdakeierlyy phpsicallyRiBabled,
developmentally disabled, adults with severe disabling mental illness, and youth with serious
emotional disturbance.

2 46 out of Montara's 56 counties are considerémntier with an average population ofd&

fewer people per square mile
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choice for individuals needing long term servieesl supports This means that:

A Individuals within institutions are supported in making informed choices.
Institutional and communitypased providers work well together with the
common goal of keeping Montans in the community whenever possible.

A Individuals irfacility settings can transition to the community seamlessly without
needing to wait for annual enroliment timeframes or wait lists.

A Individuals in the community have a high quality of life. Theyarmected to
their families, community, recreational activities, work, and other needed
supports.

A Employment opportunities exist for individuals wishing to work.

A Supportive services exist that keep individuals with complex needs in their
communities.

A Cmsumers are in contra] they have had a meaningful part in the definition of
the MFP demonstration program and continue to be iwed ongoing in the
oversight andnaintenance of the project.

A Workforce capacitys supplementedo support transitions.

A Housng is coordinated to ensure individuals are efficiently connected with
appropriate living arrangements.

A Training opportunities exist for evidendxased or promising practices.

A The public perception ahdividuals who arelderly and disabled has improved

because of outreach to the general population.
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A Rebalancing the traditiondbng term careand institutionalsystem is sustainable
beyondthe MFPgragA i A a ol &SR 2y az2yidl yl Qa
The Department of Public Health and Hun&ervice§DPHH®r Departmenj
collaborated closely with a wide variety of stakeholders, including consumers, family
members advocatesfacility provides, and community providers and caregivess
develop this operational protocolAs a resultthe parinership between provider
networks, advocacy groups, anth® agencies has been strengthened and will continue
to be nurtured by theMFPproject director in order to achieve the goals of the
demonstration. Montana is poised to build on the successful wddke to create this
operational protocol to assure Montanaegperience informed choice about the range
of service options, including community living optiotditimately, greater access to
choices for service and supports will further reduce the insthal bias ilMontana
Montana has been successfully moveansumers who arelderlyor physically
disabled from nursing facilities to community settggjnce 1999.Through theMontana
Canmunity Choice Partnership MiElemonstration project, the State will broaden its
reach tofurther target individuals with developmental disabilities, severe disabling
mental illnes{SDMI) serious emotional disturband&ED)and other complex needs
such as traumatic brain injuries (). BThe State will work through the MFP
demonstration to increase capacity statewide to serve the needs of these populations.
Housing and provider/caregiver capacity constraints are Isgghificant barriers in
Montana. TheMontanaCanmunity Choice Pamership MFRBtakeholder dvisory

counciland MFP project staff will collaboratively address these issues, looking for
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creative solutions includingneans topromote additional accessible housing meeting
MFP residence requirementand working with nursingakilities and other institutions
to repurpose existing resources to enhance the availability of HCBS supports.

The Montana MFP demonstration project will be a fjxgar,$12,476,35project
Based on CMS revisiotwsthe final budget submitted 0/1/16, the project will be
$9,306,595 through 9/30/20. Montana will end transitions effective 12/31/17 with
funding through the early part of 2019. Staff positions will end on 6/307M%e State
will move towardrebalancingwith ashift toward HCBSpending over institutional

spending

A.1  Organization and Administration

This sectiorof the operational protocot y' I £ @ T S & LBSBystérhsy | Q&
including work done to increase the availability of HCBS services and obstacles
preventing the State fronfurther rebalancing services away from institutional to HCBS
based care. It also includes the empirical measures Montana will ugugeprogress
toward transitioning individuals and rebalancing theSSystem under th&Canmunity

Choice PartnershiplFPdemonstration project.

System Assessment and Gap Analysis

Description of currert TSSupport systems, past legislative initiatives, and additional
State legislative/regulatory changes needed to rebalancd #eSystem

This section contains a desciigt of the current Montana LTSS support systems,
prior to the advent of the MFP demonstration prograontanaprovidesLTSS

primarily through four divisions and six bureaus/programs wibRPHHS

Montana Money Follows the Person Op#onal Protocol 9



1. Senior Long Term Care (SLTC) Division, which includes four bureaus:
a. Nursing Facilities Bureau
b. Adult Protective Services Bureau
c. Aging Services Bureau
d. Community Services Bureau
2. DevelopmentaBervices Division (DSD)
a. Developmental Disabilities Program (DDP)
b./ KAt RNByQa aSydalf | SFftGK . dzNBlFdz 6/ al . 0
Addictive and Mental Disorders Division (AMDD)
Disability Employment and Transitions Division

Hw

SLT@®@lans, administers, and providémng term careservices taconsumers who
are elderlyor have a physical disabiljtgs well as theifamilies. The Comnmity
Services Bureau operates an H@B®er, called the Montana Big Sky Waiver, which
incorporates traditional HCBS services, specialized services, and assisteihdiities
as alternatives to institutional carelhis waiver has a participant directed optiohhe

division serves approximately 2,000 individualgtoa Big Skyvaiver. The Community

N

{ SNIAOSa . dzNB I dz 2 LISHameHSakth, Refo®al Assistancés Qa | 2 a LA O
Services, an&elfDirect Personal Assistance Servicdd2 3 NJ Y a & {[ ¢/ Qa&a hTTFA
develops theState Plaron aging and approves service delivergng and programs
developed by the te\rea Agencies on Agili§AAs)ocated across Mdana.
SLTC has been operating a transitions program since 1999 w&thi€BS waiver.
Montana consistently has a waiting list of around 450 individualth®Big Skyvaiver.
The Divisions able to transition nursing home residents in a set timeframe annually to
the waiver regardless of slot capacity. Money follows the individuals transitioning.
During the last legislative session, the legislatlirected$2.5 million for transitiorand
diversion assistance.

DSD/DDP helgdontanans with developmental disabilitiéise, work and

Montana Money Follows the Person Op#onal Protocol 10



participate in communities DDP operatesxtendedState Plan services in addition to
three waivers:
1. Comprehensive waiveg this is the most complete set of séces andenefits
available tandividualswith developmental disabilities
2. Community supports waiveg this waiver is more limited in nature and is
individuallycapped.
3. Autism waiver( this waiver provides benefits and services for children with
autismup to eight years old.

The waivers serve a total population of approximately 3,000 individuals. An
additional 1,000ndividualsreceive services through the State Plan, and another 1,000
are on waiver waiting lists. The Montana Developmental Center (MOC) a2 y i I Yy I Q&
intermediate care facility for individuals with mental retardation or developmental
disabilities (ICIMR). Montana previously operated a second-MI, which was closed
in 2003, and all residents moved to the community. The State has cafitifocused
on downsiing MDC. There currently are #lividuals residing there, which is a
significant reduction from 160 consumers in 2000. Individuals transitioning from MDC
to the community are given expansion slots, so they do not have to wadt $tot to
open.

| KAt RNBY Qa aSyidl f ¢sertebk youttkwittSERMBthensz 0/ al . 0
families. CMHB is ord# nine states nationallthat operateda psychiatric residential
treatment facilities (PRTF) demonstration waiver/grant, whpobvidedbenefits and

services to allow ydt to transition or be diverted from PRTFs and remain at home.
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The waiver begaoperating in 2007, and expiresh September 30, 2012Z2MHB
submitted a successfapplication to CMS for a 19¢5ICBS bridge waiver to camie
services to families angbuth currently on the PRTF demonstration waiver/grant.
CMHB also submittedsuccessful915iHCBS Statdah request to makeheseHCBS
services availablstatewide. CMS approved the program with an effective date of
Januay 1, 2013.Proposed Administrative Rules of Montana have been filed to support
thesechangss.

AMDD provideghemical dependency and mental health servicéd1DD has an
HCBS waiver for individuals withMDn five geographic areasMontana is one of only
a small number of statedess than five) in the country with a waiver for persons with
Severe Disabling Mental llinesBhe waiver was approved in 2006 for 125 slots, and has
since been expanded th68. AMDD is hoping to receivedislative approval téurther
expand the waiver to 298 by the end of 201&s an update in version BMDD received
legislative support to expand waiver by 50 slots in the 2015 ses€§larrently there is a
smallwaitlist for the waivelin the areas whee it provides services AMDD also
oversees the Montana State Hospital and the Montana Mental Health Nursing Care
Cener, both of which ardnstitutesfor Mental Disease (IMDs). Individuals have
transitioned from these IMDs as well as nursing facilities to the waiver. There is a
disconnect between the SDMI waiver and the nursing facilities, in that SDMI waiver
providers do not know who is a candidate transition because they do not have
access to the Minimum Data Set (MDS).

Funding inflexibility impacts the ability of SLTC, DSD, and AMDD to rebalance the

Montana¢ Money Follows the Person Grant Application 12



system toward HCBS as an ongoing objective. SLTC consumers wanting to transition
have to waitfor the annual transition period, and then can have the money follow them
into the community. DSD and AMDD consumers transitioning from nursing facilities to
the community have to wait for a slot. To this point, the State has not allowed money
to follow an individual out of a nursing home into a developmental disabilities (DD) or
SDMI waiver. This is primarily a result of division budget separation; meaning money
cannot easily transfer across division lines from SLTC to DSD or AMBD.
implementation d the MontanaCanmunity Choice Partnership MFP demonstration
project willaddress challengeassociated witliunding inflexibility removing the
barriers of annual transition period and slot capacitymitationsfor MFP participants
a 2 y U | Disab@itEmployment and Transitions Divisipromotes
employment and independence among Montanans with disabilities through multiple
services:
1. VocationalRehabilitation¢ assistsapproximately 8,000 Montanans with
disabilities each year in securing competitiveegrated employment
2. Blind and Low Vision Serviceshelp blind or visually impaired Montanans
secure employment and achieve sedfiance through instruction in alternative
techniques and tools
3. Independent Living Servicescoordinateindependent liviig services in
collaboration with the Stateide Independent Living Councikour centers for
independent living CILs)Billings, Great Falls, Helena and Missoula) provide

services.
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4. Disability Determination Services determine eligibility for the Sociak8urity
l RYAYAAUNT A2y Qa {dzLJLJ SYSy Gl € {SOdz2NAGe Ly
Insurance programs for approximately 12,000 Montanans each year
5. Montana Telecommunications Access Projeabperates the Montana Relay
and provides services and equipmeatensure approximately 1,100 Montanans
with disabilities can use the telephone
6. Medicaid Infrastructure Grant removes barriers to employment and
independence among Montanans with disabilities who receive Medicalds
grant ends in December 2012.

7. PuHic Transportation Coordinatiog O2 2 NRA Yl 1 Sa |

O«
O«
w»
QX
QX
c

N
o))

N
<

transportation programs
8. Transition Serviceg promote successful transitions from high school to work
and/or postsecondary educatian

TheDisability Employment and Transitions DM€ 4 & SNIWA OS& | NB 3

(0p))
<
(0p))

categorized as HCBS Medicaid services, howdedicaid clients use them as additional
supports for successful community living. Tenmunity Choice Partnership MFP
projectwill collaborate closely with thBisabilityEmployment and Transitions Division

in communicationsvith the Satewide Independent Living Council as wellpsviding
employmer, transportation, and electronic communication opportunitieSther
divisiors(services are included in Section B.5, Bereditd Services.

Assessment of Medicaid programs and services working to rebalance the system, current

transition processes/programs, and additional programs/services needed for
rebalancing work
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Montana has been successful in transitioning individualsfrursing facilities to
the community, particularly those needing less intensive care. The State has also done a
good job transitioning individuals from KMRs over many years, andstate PRTFs
more recently. The State has been less successful witk ommplex institutionalized
individuals, including those with traumatic brain injuries (TBI), bariatric nesdsell as
individuals withdual diagnoses such as mentales (MI) and DD, or Ml and TBI
The MFRlanningstakeholder advisory couneikséd 8 SR a2y il yI Qa f 2y 3
services and supports and defined the following obstacles keeping Montana from having
aLTSSystem balanced in favor of HCBS:

1. Inadequate consumer contrat despiteongoingefforts to involve consumers,
manyfeela 2 Y (i I Y I Qra sydtepnigcls adiediidté consumer direction and
doesnot promote orencourage participation by family and friends.

2. Attitudinal and prejudicial barriers; there is a need for increased education and
awareness regarding disability, aging, and mental illness in Montana to reduce
stigma

3. Inadequate assessmertf the current/asis state and what progress toward
success looks like the State needs to assedsetconsumer population and then
define the demonstration project objectives accordingly. The MFP project
should be data driven, with standardized outcome definitions and tools to
measure and evaluate progress.

4. Policy problemg; the State should examinederal and State policies,

regulations, and statutes to ensure they support MFP goals. In particular, silos
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between programs/funding sources should be eliminated to support better
coordination of systems. The State may also examine limitations within the
Nurse Practices Act regarding nursing task delegation that make providing care
to high acuity consumers costly and difficult.

5. Institutional bias and State willingness to appropriate matching fungls
Montana and the federal government are working to altéstbrical economic
bias toward institutions. State leadership needs additional education about LTSS
opportunities to promote consistent funding for a rebalanced system.

6. Lack ofaccess and choicgetimely interventions should occur to prevent
institutional placements, when possible, so consumers can live in the least
restrictive settingpossible. Services and supports should be available in rural/
frontier communities as well as in cities and larger towns.

7. Lack of certain specializeadditional services ad supportsc Individuals
transitioning from institutions under MFP will generally have more complex
needs, and will require additional benefits and services to support them living
successfully and happily in community settings.

8. Lack of healthyworkforce development and retentionplan ¢ Montana suffers
from a workforce shortage, particularly in rural/frontier areas. The State will
need to focus on growing census and quality of the direct service and home care

workforce.
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9. Insufficient supply of affordable, ecessible housing The lack of affordable,
accessible housing is one of the largest barriers to keeping people in or

transitioning consumers to community settings.

Descriptiorof number of potential MFP participants
az2yidlylrQad acCt LINRPINIY AYLIOGa Iff f2y3 {8
SLTC wants to build on its existing transition work, allowing transitions to happen any
time in the calendar year and supporting individuals transitioning with more complex
needs The State has historically transitioned 40 tarniflviduaswho are elderlyor
physically disableftom nursing facilitie®ach year The Department assumes this
number will grow as additional consumers are seen as viable transition candidates,
support structures and provider capacity are increased, and word spreads of the
program. However, many currently transition to assisted ¢jfarcilities someof which
do not meet qualified residence criteria for MFP, so the number of MFP transitions from
SLTC will be smaller until additional housing options become available.
DSD/DDP wittansitionindividuals from MDC as well as nursinglfaes.
DSD/DDP has placed-36 individuals annually from MDC in the community over the
last eight years. Many of these placements are toualifjed residences because
significant percentage ¥ a2y Gl yIF Qa 3INRdzL) K2YSa NB (22 fI
The State hopes to increase the number of smaller group homes over the lifetime of this
project, and see the number of consumevih developmental disabilitieparticipating
in MFP grow accordingly. According tofAdmission Screening and ResidentiRev

(PASRR) level two assessments, Montana has approximatetpa8dmers with
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developmental disabilitieBving in nursing facilities. The State needs to conduct further
assessments to determine how many of these individuals may be viable transition
cardidates.
As of June 30, 2012, 50 youth were activelyolad in the PRTF Waiver/Grant.
Of this population, 19 were transitioned from PRTHsaddition to those already being
transitioned, CMHB plans to focus on children and yauth higher needsViing in out
of-state PRTFs under the MFP program2011, therevere approximately 165 youth in
PRTF&n-state and outof-state)90 days or longer; in 2010, there were 159 youth in
PRTFs 90 days or longer (per paid claims dMahntana is projectingad tracking
youth with SEDseparately from individuals with mentdlnessh y G KS dh G.KSNE OI
Due toCMS budgetreallbcii A 2y a s a2y il ylI Klsarvich@Begp®SR (KS &
from its transition benchmarksThe remainder of this paragraph does not apply to this
grant as of June 201&outh who age out during the 3@ty MFP period will be
assessed for eligibility and referred to the other MieRted waivers (SDMI, DD, Big Sky
Waiver) early in the MFP prose Many youth with SED do not meet SDMI level of care
requirements, and will not be eligible to receive HCBS services under the current SDMI
waiver criteria once they age out of the SED 1915i HCBS State Plan prddpase.not
eligible for waivers woulthe able to receive a reduced package of services under
Personal Assistance Services or Community First Choice programs if Medicaid eligible.
AMDD will be focusing on transitioning individuals with SDMI from nursing
homes as well as Medicaid eligible indivals (1821 year oldsand individuals 65 and

older) in theMontanaState Hospital anMontana Mental HealtiNursingCareCenter.
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Historically, very few SDMI consumers transition, primarily becthesehave not been
a part of the SLTC nursing facilitgrisition initiative, meaninghese consumerbave
not been targeted for potential community placement. The majority of SDMI waiver
clientshave been diverted from nursing facilities, rather than transitioned out of them.
Under MFP, the State expectsgtpopulation to grow, but still remain a relatively small
portion of the overall MFP universe.
¢KS (lofS 0St2¢ akKz2ga az2yialylQa SadAYl G§SF

group from calendar year 2@through 207.
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Tablel: Estimateof Potential MFP Participants

Year Elderly MR/DD Physically Mental Other* Total
Disabled lliness
CY2013 0 0 0 0 0 0
CY2014 2 9 3 1 0 15
CY2015 20 3 22 8 0 53
CY2016 20 11 14 8 0 53
CY2017 5 1 9 5 0 20
Total 47 24 48 22 0 141

¢tKS ahGKSNE OFGS3I2NE A& NBY2QOSR FNRY az2yilyl Qa o0SyOK)
Description of existing and future selifect opportunities
az2zyidlyrs €A1S Y2adG adlrisSaz Aa FFEOAy3a | fI
population needing cares growing at a much faster rate than those providing it.
Because of this, Montana has been, and plans to continue, focusing etireelion.
Seltdirection brings people in as caregivers and natural supports because of personal
relationships. Many dhese individuals would not otherwise enter the workforce.
SLTC has a selirection option under the Montana Big Sky waiver, called the
Bonanza option, which was established in 2006. It is a consditeated model where
participantsplan and directleir own care, and are also responsible for budgeting and
spending Bonanza allows parenté minors andspouses to be paid for care up to 40
hours per week.SLTC is working to increase the number of participantsdgeltting
their carethrough increasd outreach, education, and trainingLTC also offers self
direction in itsState Plan Personal Assistaneev&es, which allows consumers to hire,
fire, and train their attendants. This form of sdifection does nopermit consumers
to pay a parentf a minoror spouse for care. Both approaches haygovideragency

as the legal employer, and the consumer serving as the managing employer.
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Thewaivers for developmental disabilitiésve seHdirect options availabléor
certain servicesexcept forconsumers in congregate settingeSD/DDFloes not
anticipatethat targeted participants will use setfirection under theCanmunity Choice
Partnership MFEemonstration

Thewaiver for persons with SDNdnguage does not allow for salfrection or
legally responsiblearegivers. AMDD would like implementseltdirection and allow
consumers to palegally responsiblearegivers, with adequate risk assessment and
quality monitoringby 2016 This work will not be done as a part of tiMontana
Canmunity Choice Partnership MFP demonstratianless the project continues past
2016
{GF1SK2ft RSN Ay 22(T8FMedny & Ay az2yidlyl Q&

All four divisionsnvolve stakeholders as advisors in their programsome
extent SLTC mandates that case mamaget teamsuse a mechanisro gather
consumer input, preferably a consumer advisory council. All teams are required to
conduct an annual satisfaction survey and address issues raised. SLTC has historically
lookedtol KS D2 @SNy 2NRa ! myantl m@eN@centlydotis/1OngTern2 y | I A
Care Coalitioms sources of inputSLT®as consistentlgought outproviders,
consumers, and associatiofta stakeholder input

DSD/DDmatrticipates inthe MontanaCouncil orDevelopmental Disabilities.
This council has a large community presence in terms of consumerauwstanake up

at least 50% of the council), families, providers, advocates, and other interested parties.
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DSD/DDP relies heavily on the council for inptd Department projects and planning
efforts.

AMDD community program officers interview 100% of thé@BS waiver
consumers annually to discuss services and what conssavarld like to see work
differently. Community program officec®llaboratevery clsely with consumers and
families, and meet with them as issues arigalditionally, AMDOvorkswith its three
Service Area Authoritiegcal advisory councilend the Mental Health Oversight
Advisory Council

CMHBcollaboratesclosely with the Montand KA f RNBY Q&4 LYAGAIF G§A GBS
the System of Care Committee.

TheDisability Employment and Transitions Divisiaorks closely with
consumers through the Statewide Independent Living Council and the Vocational
Rehabilitation Council.

The Montana MFPRlanningstakeholder advisory counabllaboratedwith the
Department to provide input into this draft operational protocol, and will continue to
work with the State over the lifetime of the demonstration project. DPHHS is also
seeking boader stakeholder involvement through ongoing comntyfidrums or town
hall meetingsa public web portgland increased consumer/family appointments to the

council

Description of Administrative Structure
{[¢/ oAfft 0S GKS fSIFIR 3SyOe F2NJaz2yidlyl ¢

the division with the most transition expertise and related infrastructure to draw upon
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for the demonstration project. Additionally, SLTC has a long established timmnec
with nursing facilitiesthe Montana Health Care Associatjiand MHAan association of
healthcare providers, which represents nursing facilities

The SLTC administrator will oversee @@nmunity Choice Partnership MFP
demonstration project.The Medicaidirector willkeep in close contact with the SLTC
administrator as well as th®IFP project directoover the lifetime of the project.

The Department is very committed to having all impacted divisions/bureaus
working closely with the MFP deonstration projet. AMDD, DSIDPPand CMHE and
the Disability Employment and Transitions Divisrah all be closely collaborating to
ensure their diverse consumer needs are meaningfully represented.

TheMontanaCanmunity Choice Partnership MFP demonstration projeid
also be working closely with the followimjvisionan DPHHS:

1 Business and Financial Services DivigiBRSDin the Department for finance
support.

1 Human and Community Services DivisiCSD), Public Assistance Bureau
ot! . 0o t | .ex)élle®@ffitms dfPubBcAIFsisténce (OPAS) determine
Medicaid financial eligibility.

1 Technology Services DivisighSD) to support data and information technology

development required for projeananagement andeporting.

Figurel: MFP Higk_evel Organizational Chart
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The MFRIemonstration project wiladditionallybe relying on the expertise of
Departments external to DPHHS, including:
1 Department of Commercavill serve as a partner on MFP housing efforts.
1 Department of Labor and Industrwill support employmenaind workforce
relatedwork within the demonstratioras needed
1 Department of Transportatiorwill advie and collaborate on transportatien

focused work.

A.2 Benchmarks

Montanais committed tofurtheringits LTS $ebalancing efforts through the
Canmunity Choice PartnershidFPdemonstration program. The State has been
successfully transitioninigdividuals who are elderly or disablé@m nursing facilities
for almost 15 yearsin addition, tre PRTF demonstration waiver/grant has successfully

transitioned youth from PRTFs into the demonstration waiver/grant over the past four

Montana¢ Money Follows the Person Grant Application 24



andahalfyearss { 5k 55t Kl & NBRdzOSR { K SVRsIonddefelr G A 2y Ay
800 individuals 40 years ago,48today. Montana is excited to increase the scope of
this workby providing increasedenefits and serviceand targeting additional
populationsto make transitioning a viable option to more individuals.
Montana intends to reinvest savings realized throtigh Canmunity Choice
PartnershipMFPdemonstration projecinto services and supports twntinue
rebalancingi KS { GF385Qa [¢{{ aeadisSYyo oinckessed GI GS YI &
diversion servicescluding demonstration sites for pr@dmission couseling as well as
housing supports, transportation servicesdprovider training or capacity building.
DPHHS will use the following five benchmarksniricallymeasure progress
G261 NR (K Soffransitionth@iadiviials tb the community arfidrther
rebalancing its LTSS system toward increased use of HCBS services and decreased
institutional services. The first two are the CMS required benchmarks.
1. Meet the projected number of eligible individsdransitioned in each target group
from an inpatient facility to a qualified residence during each calendar year of the
demonstration
Montanaplans totransition 235 individuals under théommunity Choice
Partnership MFElemonstrationproject from caledar year 2014hrough 20%7. As a
resultofthe/ a{ 0dzRISG NBFIf {201 G4A2Yy AY HAamcXI az2ydl
141 individuals through calendar year 20T#aci Clark, Project Director for the Money
Follows the Person Demonstration Grant was hired in December of 2013. Additional

staff were hired in July of 2014The Statedid not transitionanyone in 2012r 2013 as
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the state hadnot yet hired a director.In spite of the late start, Montaa is still
committed to movingl4lindividualsback into the community under the MFP
demonstration. The State isargeting individuals throughout its LTSS system for the

MFP project. The table belosutlines the number bparticipants from each target

group.
Table2: Estimate of Potential MFP Participants
Year Elderly MR/DD Physically Mental Other* Total
Disabled llIness

CY2013 0 0 0 0 0 0
CY2014 2 9 3 1 0 15
CY2015 20 3 22 8 0 53
CY2016 20 11 14 8 0 53
CY2017 5 1 9 5 0 20
Total 47 24 48 22 0 141

¢ KS « laiefo®y/Ns eliminated with the CMS budget reallocation in 2016.

2. Increase State Medicaid expenditures for HCBS during each calendar year of the
demonstration program.

INnSFY 2@ a 2 y i | yhe y@ar, aiidl exgeridikures for the target
populations totalel $134, 370,178 This baseline includes the following expenditures, as
reported on the State 901 expenditures report

1 Al HCBS 1915c waivexpenditures under the Big Sky Waiver for services
provided to physically disabled or elderly consumers.

1 Al HCBS 1915c waiver expenditures under the waiver for individuals with SDMI.

1 Al HCBS 1915c waiver expenditures for youth SED transitioning frolmgisgc

residential treatment facilities (PRTFs). PRTF waiver expenditures include
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aSRAOFIAR SELI yarz2y SELSYRAGdAINBE LI AR 6A(K
(CHIP) funding.
1 AllHCBS 1915c waiver expenditures for the three waivers undec EHieP

comprehensive waiver for individuals with developmental disabilities, the
community supports waiver for individuals with developmental disabilities, and
GKS OKAfRNBYyQa ldziAayYy ¢ ADBSNWD
The baseline does not include HCBS 191&(p¢nditures because Montana

does not provide HCBS under this authority. The figure also does not irRACIE

program expenditures because this program was terminated.
The State assumes a 2% annual gronatie the first year, a 2.5% growth rate the

secand year and a 3% growth rate for each year of the last two yedrfCBS

expenditures over the lifetime of the demonstration projedihe State wants tase an

achievable percentage for this benchmaakd will consider increasing it over time.

Thetabled St 2 ¢ 2dzif AySa a2y idlyl Qa LINR2SOGSR f &

expenditures throughout the MFP demonstration.
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Table3: Projectal Total HCBS Expenditures CY2Q2917

CY13 CY14 CY15 CY16 CY17

Total HCBS $136,431,298 $139,159,924 $142,638,922 $146,918,089 $151,325,631
Spending

3. Increase the availability of sedfrected services.

Montana is committed to expanding opportunities for Medicaid consumers to

selfdirect their services and supports.

1

T

T

DDP, in its waiver renewal effective July 2013, is creating a standalone self
directed waiver, with the intention of increasing the number of consumers with
developmental disabilities using selirection.

SLTC is working to promote and increase theaiselfdirection under the Big

Sky Waiver SLTC anticipates seeing an increase indsettion under MFP as a
result of consumers interacting with independent transition coordinators in
addition to case management teamSTLC will evaluasnd remedise

obstacles to seldlirection.

azyidlyl Qa plasthimpiement@d Saidirect option in 2016.

A significant and growing number of Medicaid consumersdisdict services

through the Personal Assistance Services (PAS) State Plan program. dritg maj
of PAS consumers will transition to receiving services under the Community First
Choice (CFC) State Plan program as of October 2013. Many of these consumers

also receive services through one of the 1915(c) HCBS waivers
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The State will look at MRarticipants within the Medicaid setfirection
population, comparing the ratio setfirecting with statewide (PAS, CFC, and waivers)
and waiveronly numbers. The following table outlines the anticipated number of
Montana Medicaid selflirected camsumersfrom calendar years 2013 through 2017
Montana anticipates a 5#nnual growth of Big Sky Waiver and PAS/CFC consumers self
directing services. The growth rate for the DD-s@kcted waiver is estimated to be

just over4%on average betwen calendar yas 2013 and 2017

Table4: Medicaid Consumers Seliirecting Services

CY13 CY14 CY15 CYle CY17

Big Sky Waiver 33 35 37 39 41
SeltDirected Waiver for Individuals 222 225 234 243 253
with Developmental Disabilities

PersonalAssistance Services/ 1,620 1,701 1,786 1,875 1,969
Community First Choice

Total 1,875 1,961 2,057 2,157 2,263

4. Measure the nmber of MFP participant®@maining in the community throughout
their participation in theCommunity Choice Partnership Minonstration project
Montana hopes to create a strong network of benefits and services that supports
MFP participantso successfully remaiim their communities.The State will collect this
information through the Quality of Life surveys.
Mathemati@aQ @nalysis of MFP transitions to date shows that approximately
85% of participants remain in the community for a full yEdilowing transition,with
about 9% returning to institutional care for 3fbnsecutivedays or longer and 6%
deceased The analys alsorevealsthat re-institutionalization is most likely to occur

within three months of transitioning. Montana will closely monitor re
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institutionalization trends to determine the causes and how to improve sendnds
supportsto lessen thaate. The Stateanticipates seeing higher number of re
institutionalizations in the first year as capacity is built under@mmunity Choice
Partnership MFElemonstration project and before lessons learned are reflected in
services¢ KS (F6fS 0Sf 2 ¢ esaibdior theyidmber &f yaiticipaht) a

in each target groupemaining in the communitfor each year of the demonstration

project.
Table5: MFP Participants Remaining in Community
CY13 CY14 CYb CY16 Cy1l7 Total
Total MFP Participants NA 15 53 53 20 141
Consumers Remaining NA 82% (2) 85%45 87%46) 89% (8) 121
Community

5. Collaborate with the Department of Commerce, public housing authorities, and HUD
to prioritize MFP participant®r Section 8 housing vouchers

Montana has a limited supply of affordable, accessible housing. Housing is one
of the primary barriers keeping individuals living in an institution from being able to
transition to a home or communitpased setting. DPHHS will work with the
Department ofCommerce, local and State public housing authorities, and the U.S.
Department of Housing and Urban Development (HUD) undeCtnemunity Choice
Partnership MFP demonstration to prioritize MFP participants for Section 8 housing
vouchers. Currently, thers limited collaboration between housing and health and

human services in Montana. The State will use the federal guidance requesting
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additional interagency coordination to support communligsed integration of
individuals with disabilities as the fountitan for additional collaboration in Montana.
¢CKS GlroftS 0St2¢ AyOfdzRSa az2yidlyl Qa
participants receiving Section 8 housing vouchers throughout the demonstrataeact.
We estimate 0 in 2018ecause the agencies will cteaand implement a memorandum

of understanding and develop a protocol for the prioritization process during this

calendar year.

Table6: Section 8 Housing Vouchers Used by MFP Participants

CY13 CY14 CY15 CY16 CY17 Total

Section8 Housing Vouchers 0 0 2 4 4 10
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B. Demonstration Implementation Policies and Procedures
This section of the operati@protocol outlines the specific approach Montana
will employ to implement the&Canmunity Choice Partnership MElRmonstration

project.

B.1 Participant Recruitment and Enroliment

Montana willbegin transitioning target populatioria the second year (CY2014
of the demonstration. Th€anmunity Choice Partnership MERmonstration project
will have a central transition coordinatavho will track referrals and their dispositians
and oversee the transition work to ensure quality and consispgatesses are
occurring statewide.Montana will use a combination of case managers and additional
contracted entities to conduct transitiowork for the Canmunity Choice Partnership
MFPdemonstration

Recruitment and enroliment processes may differ between target populations.

The following process map outlines the proposed MFP transition process at-Eegh

Figure2: HighLevel Recruitment and Enroliment Process
F N N 8N N 8 N

. Consumer Transition Transition Transition
Consumer/family . - N X "
identiy @ as MFP coordinator coordinator has coordinator and
hears about MFP transition veriy 8 MFP initial meeting with consumer/family
through outreach ] 7 h N -
candidate eligibility consumer/family continues meeting

Consent form
Assessment

l after 365 days
(T8N TN T8N 8N
- Consumer ;
. . Transition team e Ongoing
Peer meets with | Transition team Consumer moves transitions to -
consumer/family | assesses needs cond_u_cts pre to community ongoing HCBS services
transition work services provided
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Table7: Recruitment and Enrollment Process Narrative

Recruitment/EnrolimentProcess Map Narrative

1. Consumer, family, or institutional provider hears about MFP program through
outreach channelsPeers may be involved in outreach
2. Consumer or family expresses interest or is identified as possible transition
candidate through other resources:
a. Data analysis (MDS, MMIS, AWACS, CANS)
b. Other referral source@Ombudsmen, providers)
c. Waiting list
Transition coordinator verifies length of institutional stay and Medicaid eligibility
Transition coordinator has initial meeting with consumer to provide overview of
MFP demonstration project.
5. Transition coordinator continues meeting with gamer to conduct assessment,
discuss details of transition, provide options counseling.
6. Peers may meet with consunssor families todiscussCommunity Choice
Partnership MFRnd options.
7. Transition team assesses transition and community care needs
a. Developplan
b. Traditional (HCBS, DD, SDMI) case management involved
c. Assess community of choice for servasailability
d. Determine whether additional community services are needed
8. Transition team conductisansition process, pre-work
a. Transition services coordinatio
b. Housing/move coordination
9. Consumer moves to community and receives MFP services
a. Case management takes over with continued assistance from transition
coordinators
b. Traditional (HCBS, DD, SDMI) services augmented by MFP demonstrati
supplementakervices; ensuring continuity of care po$tiFP
10.Consumer transitions tBlICBI.915cwaiver.

P w

The remainder of the Participant and Recruitment Section further details steps 1
through 8 of the process. Steps@d10are covered in subsequent sections bét

operational protocol.
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Selecting the Transition Service Provider

TheState plans to build on existing transitioning capacity by using transition
coordinators, but not supplant current successful transition processes occurring with
case management teams. Currently, transition work is done by different entities
depending orthe target population:

1 Case managers and State st@ifegional Program Officers (RPOs) and others)
implement transition work for SLTC transitions.

1 The State Hospital h@®mmunity liaisonofficers (CLO)r program officers
(CPOsj)o prepare individuals to transition to the community and support
consumers in connecting to services. AMDD has seen a large reduction in the
number of readmissions as a result of having a community liaison work on
transitions separately from case manage

1 Social workersoversee transitions at the Montana Developmental Center.

1 Facility discharge planneiigitially work with youth tansitioning home from
PRTF® CrOAfAGE RAAOKINABS LI IFYYSNR 62N
refer towraparound facitators to develop the plan of care with youtfamilies
and the wraparound team determined by the family
Montana recognizethe importance of existing relationships between case

managers andL TS$acilities in transition work, while also acknowledgthg capacity
constraints of case management teamihe State wiluse a combinatio of existing
case managers armather Medicaid enrolled providern® serve as transition

coordinators The transition coordinator role will be a separate role from case
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management in thedemonstrationproject, however the samentity can fill both roles.
Using a combination of existing and new resources to fill the transition coordinator role
allows investment and growth in existing resources and the opportunity to inereas
capacity.

The Departmenplans to workwith Centers foindependent LivinghAAAsand
Aging and Disability Resource Cenf@&®RQ40 build transition coordination capacity.
Montana has fouCenters for Independent Livingen AAAsand county-based ADRCSs.

Montana will require that transition coordinators enralé Medicaid providers
qualified to provideransition services under the MFP demonstration projethis wi
be done in lieu of creatingontracts for servicedor transitioncoordinators The
centralized transition coordinator wiltain andprovide oversight toegional
transitional coordinators.Transition coordinators need to have fatteface contact
with transition candidates. These additional resources will helfhidineed because of
their regional and local presence statewide.

TheCanmunity Choice Partnership MElmonstrationprojectwill have a
centralized transition coordinator to oversee the transition work, provide training, and
identify/addresscapacity needsAll referrals will come into the central transition
coordinator. The centralized transition coordinator will assign/coordinate transition
work with theregionalcoordinators. Centralized transition coordinators will reach out
to consumes and families to support them in selecting a regional transition coordinator.
The centralized coordinator may work with institutional facility social workers.

Consumers and family members will have choice in this process.
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The centratransition coordirator will use data from the quality assurance
system being established for this project to track outcomes, provide feedback, and
make adjustments to the approach to ensure consistent and high quality transition
coordination work is being done statewide.

The State will train regional transition coordinators. As stated in the Outreach,
Marketing, and Education section of this operational protocol, all State staff and
contractors will receive classroom and practical training. This applies to regional
transition coordinators as Medicaid contracted providers. Staff and contractors will be
required to thoroughly understand the MFP project by learning the operational protocol
and all related project materials and tools. Training sessions will include: 1)
preserii F G A2y 27F acCt LINE IGuhmunitd @hbice®Partnensbip MFRS { G+ G S
project; 3) detailed presentation of each tool and element to be used by
staff/contractors in administering the program; 4) MFP eligibility policies and available
services package 5) relevant Montana Medicaid policies and services or supports; 6)
aSRAOIFIAR O2yadzYSNI NAIKGA YR NBaLRyaAoAt AlAS
ABCs of Transition. The training will include modules specialized in individual roles
within the MAP demonstration including transition coordinator, peer advocate/mentor,
and housing coordinator. These specialized modules will go into further detail of the
specific roles, responsibilities, tools, assessments, and benefits associated with each
MFP role.Training sessions may be recorded and available through the MFP website.

A team led by thdocaltransition coordinator will participate in recruitment and

enrollment. The consumer, family membefagility provides, discharge plannerand

Montana¢ Money Follows the Person Grant Application 36



community providers will also be a part of the transition team. Reentors/advocates

as available and appropriateijll be a component of the transition proceas desired by
the consumer They will be able tprovide peer support btelling their staries to

transition candidates and discuss challenges and opportunities awaiting the consumer
upon transition. For consumers with developmental disabilities, peemtoringwill

also be important for family members. Peer parents will be able to discassition

AdaddzSas 2LIRNIdzyAGASas FyR OKFfftSyaSa FNRY |

Participant Selection Mechanism

The State believes that many MFP patrticipants will be identified through
referrals. Montana plans to conduct outreach, marketing, addoation to create a
broad awareness of thEanmunity Choice Partnership MEBmonstration project.
Outreach efforts will be targeted anstitutional residents and their families,
institutional administrators and staffyrovider and caregivesrganizatios and
associations, hospital discharge planners, health boanald,other advocacy and
stakeholder groups as possible referral sources.

Having orthe-ground transition coordinators through ADRCs, A&Asters for
independent living, and case managers will support the referral prdoessuse their
representatives will serve damiliar facesto whom institutional staff, consumers,
family members, and others can approach to discuss referrals and related questions.
| RRAGAZ2Y I ftex GKS&AS 2NHI YA doisdnerga Q NBLINB &Sy

institutional settings, and so will themselves be referral sources.
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In addition to referralsMontanawill use the following information/data to
identify and recruit possible @ansition candidates. Regional and centralized transition
coordinators, as well as other referral sources talable to usehis information.

1 MDS SectiondQ€ 1 Waiting lists

1 PreAdmission Screening anc § Medicaid applications
Resident Review (PASRR) 9§ Childhood and Adolescent Needs

PASRR evaluations and Strength (CANS) assessment

1 Medicaid Management tool (completed in PRTESs)
Information System (MMIS) ¢ Institutional Discharge planngr
data 1 Continued Stay Reviews

1 AgencyWide Accounting and § Mental Health Ombudsman
Client System (AWACS)

MFP outreach, recruitment, and enrollment work will build from existing
relationships with nursing facilitiesMontana has been working closely with nursing
facilities to transition consumerstothe condizy A 1 & a Ay OS Qapmpuhith azyiuly
Choice Partnership MA#?ojectwill conductoutreach withfacility provides to create a
positive working relationship. Detailedformation about outreach efforts is included in
Section 3, Outreach, Marketing, andUgationof the operational protocol.Canmunity
Choice Partnership MRl alsoleverage other resources with existing access to
facilities to support outreach and referrafforts. These include:
1 Oversight/licensing/surveyors
f Mountain Pacific Qualitijealthca 2 y G I yI Q& ljdzr t AG& AYLINROGS®
organization
f Magellanca2y iyl Qa YSyidlt KSFEfJiK 06OKAf RNBY |

contractor

3 Montana has not yet implemented the CANS assessment, but plans to in the near future.
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These organizations will receive training about the MFP demonstration, eligibility
requirements, and the referral pcess.

Once a consumer or family member has expressed interest in participating in the
MFP program, #ocaltransition coordinator in collaboration with the transition team
including the facility discharge plannevill discuss options and the transitigorocess in
detail with them. In the firstneeting the transition coordinator will provide an
2PSNIBASE 2F (GKS acCt LINPINIYQa GNIYaAGA2y LINE
possible transition candidate, and find out if she/he would like tokweith a peer. In
subsequent meetings, the transition coordinator will conduct an initial assessment to
determine whichHCBSvaiver orHCBState FPan program the participant would be
eligible for upon exiting the MFP program, provide options counsdliefiiye the
composition of the transition team, and have the consumer or representative sign an
MFP participation consent form.

The consumer and/or family member will begin working with a peer
mentor/advocate if available and requested, to provide addital perspective
throughout the process. The regional housing coordinatorsaalt working with the
transition coordinator, once the consumer signs the consent form, to identify viable
housing options. The transition team will meet regularly to defireeplan of care,
backup plan,risk identification and mitigation plamnd work through transition details.

Traditional waivecase managers or targeted cas@anagergState Plan

program) will work with the transition team once a consumer is screenedessling
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services from that specialized area. The current case planning process varies by
program and target group:
1 SLTC if consumer who iglderly or disabled wants to transition from a nursing
facility, a referral is made to the case managers in thmaaa
1 DDP¢ Case managers look s¢rvice need$or individuals transitioning from
MDC The case managers work closely watinsumers and the care team to
address these needsand coordinate a transition to the community.
1 AMDDc¢ AMDDconducta strengthsbased assessment during the development
of O 2 y & dzaefibEEp@ns.
1 CMHBc also conducts a strengtHsased assessment for youtransitioning
from PRTFento thewaiver, soon to be replaced by ti®15iState plan. This
part of thehigh-idelity wraparound facilitatiohprocessused to create the care
plan. Montana has removed this service population due to budget reallocations
by CMS in 2016.
Program case management teams know local resources for specific populations,

and how best taconnect people to needed benefits and services. The team will start

4 Wraparoundservices areomprehensive services comprised of a variety of specific tasks and
activities designed to carry out the wyaround process, including: assembling the wraparound
team; facilitating plan of care meetings; working with the department in identifying providers of
services and other community resources to meet family and youth needs; making necessary
referrals for yaith; documenting and maintaining all information regarding the plan of care and
the cost plan, including revisions; presenting plan of care and cost plans to the plan manager for
approval; providing copies of the plan of care to the youth and family/gaaranonitoring the
implementation of the plan of care; maintaining communication between all wraparound team
members; consulting with family and other team members to ensure the services the youth and
FIYAEE FNB NBOSAGAYI O2 dudayhdaiew edn meShBré abduk S & 2 dazli K ¢
the wraparound process; and maintaining team cohesiveness.
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creating the plan of care fra the established waiver/Statddh programbaseline, and
then augment with demonstratioservices as needed based on the assessment,
retaining an awarenessf the importance of continily of care postViFP.
CNIYyaAadAaA2y O22NRAYIFG2NAR Yl & adle Ayo2f OSK
the community to support the case management team. In general, this support will last
three months postransition, but can continue if needed throughout the entire yeHr.
the case management team serves as the transition coordinator, the role will end at the
first day of Medicaid waiver eligibility and the case management role will begin and
O2yliAydzS F2NJ GKS NBYIFAYRSNI 2F (KS AYRAQDARdzZ f
Montana will manage the number of MFP participants to the realistic estimates
included in the draft operational protocol. The State will continue to reassess this
estimate as it learns more about the population transitioning and

provider/caregiverhousingkervice capacity.

Quialified Institutional Settings from which Individuals will Transition
Montana will target the following facilities/facility types in the MFP program:

1 Nursing facilitiesg the State is not targeting specific nursing facilities or

geograic areas.Hyperlinkedisf A &4 2F a2y il yv.F Qa ydzNBERAY 3
1 Hospitalsc Individuals qualified for MFP may reside in hospitdi® specific

hospitals are beingtargete At A 4 2F a2 yisavyilabRdnlirfe2 a LIA 0 | f &

f Montana Developmental Center (MDQ)i KA & A& az2yMR:yl Qa &az2fsS |
1 Psychiatric Residential Treatment Facilities (PRTREe Canmunity Choice

Partnership MFP demonstratiomill target outof-state facilities in addition to
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Montana PRTFAf A 4G 2 T a 2igdlsb alailabke onlineThis@rvice

population was removed as a result of CMS budget reallocations in 2016.

1 Montana State Hospital and/lontana Mental HealthNursingCareCenterg
GKSaS | NB artfuies fgrIMénial Disase (IMDs) Medicaid eligible
consumers (individuals age 18 to 21 and 65 or older) will be recruited from these
facilities.

State facilities will closely review their budgets when consumers are identified
for community placement through MFP to identdpy funds that can be transferred to
help support participants in the communityl.his step will occur before the State seeks

FRRAGAZ2YIf FTdzyRa (2 &dzLIR2 NI Sl OK O2yadzySNRa

Minimum Residency Requirements

Consumers must reside in an institutiosakting for a minimum of 90
consecutive days to be eligible for the MFP progrdiha potentialCanmunity Choice
Partnership MFParticipant does not meet th80-day residencyequirement at the
initial eligibility determination but will meet it during éhtransitioncoordination process,
the participant will be presumed to meet this requirement for {nrposes of receiving
transition coordination ervices. Transition coordinators will verify that consumers
meet this requirement through th&DS MedicaidManagement Information System

(MMIS) or from other facility recordbefore a transition occurs

Assuring Medicaid Eligibility
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Local tansition coordinators will verify witfluman and Community Services
Division HCSIPPublic Assistance Bure@®AB, the Montana agency that determines
Medicaid eligibility, whether consumehsave beenor will be eligible forMedicaid at
least one day before transitionTransition coordinators will verify thigpon receiving or
creating a referral.If a potentialCommunity Choice Partnership MRrticipant does
not meet the Medicaid benefits eligibilitngquirement at the initial eligibility
determination but will meet it during the transitiocoordination process, the
participant will be presumed to meet this remement for thepurposes of receiving
transition coordination ervices. The transition coordinator must verify Medicaid
eligibility before the consumer transitions.

Local transition coordinators will log eligibility information into the MFP
database, whik is accessible by tH&tatetransition coordinator and Stat€anmunity

Choice Partnership MR#Roject staff.

Transition Assessment Process
The MFP program walssess$evel of care needs to determine MFP eligibility.
Consumers must meet level of caeguirements to be in a nursing facility, other long
term care facility, or PRTF.
MontanaQa G NJ y & A G Aig gbllaideaonNIith gase inAndgerad the
transition team will usean assessment todb determinel O2 y adzYSNDR&a NBI RAyYy S
transition and identify needed benefits and servicd$ie State will tailor the Nursing
| 2YS ¢NIXYyaAlA2y bSSRa {dz2NBSeé AyOfdzZRSR Ay G(KS

Transition: an Orientation Manual for New Transition Facilitdfods 2 YSSG a2y il y|
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needs. Transition coordinators will use this tool in addition to the level of care
assessment tool currently used in the State. Montana will also have a subject matter
expert modify the Brief MAST assessment tool to screen for alfsaliistance abuse

and other addictive disorderdMontana opted to not modify this assessment tool.
Instead, it trained statewide case management teams and provigeuse the SAMHSA
website that includes multiple screening tools as appropréatd as aproved in
coordination withthe provider agency Based on screening outcomes, regional
transition coordinators will refer transition candidates for additional assessment.
Generally included in the assessmenll be:

1 Consumer overview the coordinator will collect general information about
the consumer including referral source, demographic information, informal
support system, residential information, activities of daily living (ADL)
assessmentbehavioral health assessment, medioaérview, and transition
services recommendations.

1 Risk assessmengthe team will analyze risks and define mitigation strategies
using the risk assessment checklist as a guide. This assessment looks at
physical health, mental healtfinancial statusinsurance coverage
consumer engagement, services and support, housaggl matters and
provider issues that mayegativelyimpactthe welfare and safety of the

participant
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For consumers who decide to participate in tianmunity Choice Partnership
MFPdemonstrationproject, the transition team, collaborating closely with t8tate
housing coordinator, will also assess housifitne assessmentill analyze

1. Whether the housing meets the MFP qualified residence criteria.

2. Whether the housing is safe andeets accessibility standards required by

the consumer.

Montanadevelopeda housing assessment tdolr the demonstratiorproject

Oncea consumer is ready to transition, the team will conduct a readiness review
prior to discharge from the institution. his includes ensuring defined transportation,
caregiver, medical, and other support services are in place.lothéransition
coordinator will also make a home visitto assgés S O2y adzYySNRa | yR (GKS
readiness.

If it appears an individual may nanger meet the HCBS level of care
requirement at the end of the 365 MFP g a referral would be made the
appropriate entityfor a formal determination.

The flowcharton the following pages outline the transition process for each of
the MFPparticipant populations.

Consumers who are elderly or physically disabled

Thisflowchart is inclusive of both the elderly and physically disabled populations

since both receive services through the Big Sky Waiver.
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QOutreach, education, and
marketing materials are
disseminated through
existing provider, advocacy,
or other newsletters/

Outreach, education, and
marketing materials are
available at nursing facilities
as handouts (MFP packet
and brochure) and through
resentations.

| v
Consumer or family member - "
learns about MFP through Consumer identiy d tr_]rough
analysis of MDS Section Q,

one of the outreach . .
continued stay reviews, or

qhannels_ and e_x_pre§ses Big Sky Waiver waiting list.
interest in participation.

State-level transition coordinator receives MFP referral and does initial eligibility screening,
including checking length of stay with nursing facility and Medicaid eligibility with OPA. This
individual provides a list of locally available regional transition coordinators to the consumer and
family.

_—

Consumer and family selects regional transition coordinator. This may be a representative of the
Centers for Independent Living, ADRCs, or a Big Sky Waiver case manager. Consumers and
families receive additional MFP information to review before the y r medeting with the coordinator.

_—

Regional transition coordinator receives referral, conducts fuller eligibility assessment and sets
up initial meeting with consumer and family.

_—

Regional transition coordinator meets with consumer and family at nursing facility to discuss MFP
demonstration project. They review the informational packet.

_—

Consumers and families who decide to participate sign the informed consent form.

. B aE———

Transition team is assembled and assesses transition and community care needs. The
consumer and family receive options counseling. Team develops a transition plan identifying
needed services, and assesses community of choice for service availability. Transition team

coordinates services and housing/move. Transition team uses housing assessment to determine
if housing qualiy s for MFP. Housing information is entered onto state registry for tracking. Team
assesses risks, develops mitigation plan, and 24/7 back up plan.

Outreach occurs with
nursing facility discharge
planners, administrators,

and staff. Nursing facilities
support MFP recruitment.

eriodicals.

Consumer identiy € as
transition candidate by facility,
discharge planner,
Ombudsmen, or other source.

Once transition is ready and participant meets eligibility requirements for transition, participant is
enrolled onto the Big Sky Waiver and begins MFP patrticipation. Case managers take over
primary management of care from regional transition coordinator.

Case manager monitors for quality post-transition, including unannounced QA reviews and
scheduled quality of life surveys. SLTC will monitor metrics from the centralized MFP QA
database, entered by case managers. The MFP project team meets regularly to discuss

identiy € problems.

After 365 days of MFP participation, the enhanced funding ends, but consumers continue to

receive services on Big Sky Waiver. Waivers amended with demonstration services as needed.
% __________________________________________________________________________________________________________________ _j
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Consumers with Severe Disabling Nanlliness

Outreach occurs with nursing
facility, MT State Hospital, and
MT MH Nursing Care Center
discharge planners,
administrators, and staff.
Facilities support MFP

recruitment.

Outreach, education, and
marketing materials are
available at nursing facilities,
State Hospital, and Nursing
Care Center as handouts
(MFP packet and brochure)
and through presentations.

Outreach, education, and
marketing materials are
disseminated through
existing provider, advocacy,
or other newsletters/

eriodicals.

—

l V
Consumer or family member - =
learns about MFP through Consumer identiy d through
analysis of MDS Section Q,

one of the outreach : -
continued stay reviews, or

(?hannels_ and 9xpres_ses SDMI Waiver waiting list.
interest in participation.

State-level transition coordinator receives MFP referral and does initial eligibility screening. This
individual provides a list of locally available regional transition coordinators to the consumer and
family.

—

Consumer and family selects regional transition coordinator. This may be a representative of the
ClILs, ADRCs, or a SDMI Waiver case manager. Consumers and families receive additional MFP
information to review in advance of the y r maeting with the coordinator.

—

Regional transition coordinator receives referral, conducts fuller eligibility assessment by
checking length of stay with nursing facility or State Hospital, or MH Nursing Care Center,
Medicaid eligibility with OPA, and sets up initial meeting with consumer and family.

Consumer identiy € as
transition candidate by facility,
discharge planner, or other
source.

Regional transition coordinator meets with consumer and family at nursing facility, State Hospital,
or MH Nursing Care Center to discuss MFP demonstration project. They review the informational
packet.

| Consumers and families who decide to participate sign the informed consent form. |

Transition team is assembled and assesses transition and community care needs. The
consumer and family receive options counseling. Team develops a transition plan identifying
needed services, and assesses community of choice for service availability. Transition team

coordinates services and housing/move. Transition team uses housing assessment to determine
if housing qualiy e for MFP. Housing information is entered onto state registry for tracking. Team
assesses risks, develops mitigation plan, and 24/7 back up plan.

Once transition is ready and participant meets eligibility requirements for transition, participant is
enrolled onto the SDMI Waiver and begins MFP participation. Case managers shift role from
regional transition coordinator to targeted case management.

—

Case manager monitors for quality post-transition, including unannounced QA reviews and
scheduled quality of life surveys. AMDD will monitor metrics from the centralized MFP QA
database, entered by case managers. The MFP project team meets regularly to discuss
identiy @ problems.

—

After 365 days of MFP participation, the enhanced funding ends, but consumers continue to

receive services on SDMI Waiver. Waivers amended with demonstration services as needed.
. ____________________________________________________________________________________________________________________________ _Jj
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Consumers with Developmental Disabilities

Outreach, education, and
marketing materials are
disseminated through
existing provider, advocacy,
or other newsletters/

Outreach, education, and
marketing materials are
available at nursing facilities
and MDC as handouts (MFP
packet and brochure) and
through presentations.

Consumer or family member - \;
learns about MFP through Consumer |dent|y_ d through
analysis of continued stay

one of the outreach ) .
reviews, or DD Waiver

channels and expresses o
waiting list.

interest in participation.

State-level transition coordinator receives MFP referral and does initial eligibility screening. This
individual provides a list of locally available regional transition coordinators to the consumer and

familz. This list will onlz include DD targeted case managers.

Consumer and family selects regional transition coordinator/targeted case manager. Consumers
and families receive additional MFP information to review in advance of the y r mdeting with the
coordinator.

—

Regional transition coordinator receives referral, conducts fuller eligibility assessment by
checking length of stay with nursing facility or MDC, Medicaid eligibility with OPA, and sets up
initial meeting with consumer and family.

Outreach occurs with
nursing facility and MDC
discharge planners,
administrators, and staff.
Nursing facilities and MDC
support MFP recruitment.

eriodicals.

Consumer identiy d as
transition candidate by facility,
discharge planner, or other

source.

Regional transition coordinator/targeted case manager meets with consumer and family at
nursing facility or MDC to discuss MFP demonstration project. They review the informational
packet.

I Consumers and families who decide to participate sign the informed consent form. |

Transition team is assembled and assesses transition and community care needs. The
consumer and family receive options counseling. Team develops a transition plan identifying
needed services, and assesses community of choice for service availability. Transition team

coordinates services and housing/move. Transition team uses housing assessment to determine
if housing qualiy e for MFP. Housing information is entered onto state registry for tracking. Team
assesses risks, develops mitigation plan, and 24/7 back up plan.

Once transition is ready and participant meets eligibility requirements for transition, participant is
enrolled onto the Institutional DD Waiver and begins MFP participation. Case managers shift role
from regional transition coordinator to targeted case management.

—

Case manager monitors for quality post-transition, including unannounced QA reviews and
scheduled quality of life surveys. DDP will monitor metrics from the centralized MFP QA
database, entered by case managers. The MFP project team meets regularly to discuss

identiy d problems.

After 365 days of MFP participation, the enhanced funding ends, but consumers continue to
receive services on Institutional DD Waiver.
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Consumers with Serious Emotional Disturbagqdteis population has been removed.

Outreach occurs with PRTF Outreach, education, and Outreach, education, and
discharge planners, marketing materials are marketing materials are
administrators, and staff. available at PRTFs as disseminated through
PRTFs support MFP handouts (MFP packet and existing provider, advocacy,
recruitment. brochure) and through or other newsletters/

eriodicals.

resentations.

<
' ¥ |

Consumer or family member

learns about MFP through Consumer identiy  through Consumer identy @ as
one of the outreach analysis of continued stay transition candidate by facility,
channels and expresses reviews. discharge planner, or other
interest in participation. A) sou‘rce.
L

State-level transition coordinator receives MFP referral and does initial eligibility screening. This
individual provides a list of locally available regional transition coordinators to the consumer and
family.

Consumer and family selects regional transition coordinator. This may be a representative of the
ClILs, ADRCs, or a wraparound facilitator under the State Plan program. Consumers and families
receive additional MFP information to review in advance of the y r meeting with the coordinator.

Regional transition coordinator receives referral, conducts fuller eligibility assessment by
checking length of stay with PRTF and Medicaid eligibility with OPA, and sets up initial meeting
with consumer and family.

Regional transition coordinator meets with consumer and family at PRTF to discuss MFP
demonstration project. They review the informational packet.

Consumers and families who decide to participate sign the informed consent form.

Transition team is assembled and assesses transition and community care needs. The
consumer and family receive options counseling. Team develops a transition plan identifying
needed services, and assesses community of choice for service availability. Transition team

coordinates services and housing/move. Transition team uses housing assessment to determine
if housing qualiy e for MFP. These participants will generally return home. Housing information
is entered onto state registry for tracking. Team assesses risks, develops mitigation plan, and

24/7 back ue Elan.

Once transition is ready and participant meets eligibility requirements for transition, participant is
enrolled onto the 1915(i) State Plan Program for youth with SED and begins MFP patrticipation.
Wraparound facilitator take over primary management of care from regional transition coordinator.

Youth who age out during the 365-day MFP period will be assessed for eligibility and referred to
the other MFP-related waivers (SDMI, DD, Big Sky Waiver) early in the process. Those not
eligible for waivers would be able to receive a reduced package of services under Personal
Assistance Services or Community First Choice programs if Medicaid eligible. The MFP program
will track participants who do not receive waiver services to see how they fare.

Wraparound facilitator monitors for quality post-transition, including unannounced QA reviews and
scheduled quality of life surveys. CMHB will monitor metrics from the centralized MFP QA
database, entered by case managers. The MFP project team meets regularly to discuss
identiy d problems.

After 365 days of MFP participation, the enhanced funding ends, but consumers continue to
receive services on 1915(i) State Plan Program for youth with SED or other waiver/Medicaid

program if youth ages out. State Plan Program amended with demonstration services as needed.
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MFP Reenroliment Policy

Montana will allow consumers to reenroll in the MFP program if they are re
institutionalized for 90r moreconsecutive days following MFP program participation.
These individuals previously received 365 days of enhanced FMAP seless.
consumers mst meet MFP eligibility criteria to reenroll.

Consumers who return to an institution during their 36&y period of MFP
eligibility may remain enrolled in the program and resume their participation upon
discharge. These consumers are entitled to receb& days of services under MFP,
even if not consecutive because ofirsstitutionalization. During the institutional stay,
the participant may continue tbe enrolled in the MFP Program, althoulgtirP
participants are suspended from receiving grant fundirigle institutionalized.
Montanamayprovide personal assistance retainer paymeumtsier the waiverfor up to
30 dayswhile an MFP participanisin a hospital or nursing facilifgurrently an option
available under the Big Sky Waiver program).

Participants readmitted to an institution for 30 days or less remain enrolled in
az2yidlylrQa acCt LINRINI YD aCt LI NGAOALI yi(a
RFread gAff 0S adzaALISYRSR FTNRY az2yidlyl Qa acCt
suspended participants if they transition back out of the institution into the community.
These participants do not need to meet the-88y residency requirement to be
reactivated. At this point, individuals upon discharge from inpatient care resume their

status as an MFP participant and are eligible to receive MFP services for any remaining
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days up to the 36%lay demonstration participation period. No inpatient days are
included in the 36%lay MFP period of participation.

Montana will arrange for the provisn of services deemed necessary by the
LIF NI A OA LI y i Qia adiiaNde of thé tiadsiioyi of @rSMFF institutionalized
person back into the community in order to ensure the continuity of care for these
individuals based on a revised plan of care

Montana will revise plans of care for participants with interrupted period of MFP
eligibility toaccount for any changes in health and psychosocial status prior to discharge
back into the community.The transition coordinator will work closely with the
transition team to identify the causes of the-nestitutionalization and determine how
G2 RSaA3aly | LIy 2F OFINB (G2 3IdzZ NR F3IFAyad 0K
identification and mitigation plan will also be informed by this incident.

Montana wil develop and maintain a process tekaluate the fomer MFP
LI NI A OA LI afdibefére beibglrghroled badhk into the MFP demonstration
program The reevaluation will determine the basis fofimstitutionalization, such as:
1 Medical and/or behawral changes resulted in the necessity of readmission into an

inpatient facility.
1 The lack of community services to adequately support the participant originally
identified in the original plan of care.

1 The plan of care was not supported by the deliveinguality services.

After determining the basis for fmstitutionalization,the transition team will

make changes in the plan of calet take into consideration the possible causes for a
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return to institutional care At this point, the former MFrmer participant may be re
enrolled into the programMontana willtrack and trend dataegarding MFP
reenrollments. The State will incorporate knowledge gained through this process into
future training for transition coordinators, additional transitioeam members, and

other MFP staff.

Ensuring Consumers and Families Have Information to Make Informed Choices
Montana realizes the enormity of the decision to move from an institution to the
community. Many individuals have lived in institutions forgmgicant amount of time,
and struggle to imaginkving more independently. Consumers and families need
information to balancetie opportunities with the riskand make informed choices.
TheCanmunity Choice Partnership Mi@@monstratiof & (i NEogrdidaiors 2 y
will educate consumers and families about the services and supports available in the
demonstration program.The MFP demonstratiomandatesoptions counseling for
consumers and families. The State project team will develop options counseling
materials collaboratively with th€anmunity Choice Partnership MERakeholder
advisory councihnd other stakeholders including the Statewide Independent Living
Council (SILCPptionscounseling will focus on the voluntary nature of the program,
provider versus sellirected services, benefits and services offered in the MFP prqgram
how they compare with institutional and HCBS waiver or State (Rlagramservices
and consumer rights and responsibilities.
Peers will be another important source ofanmation for consumers and family

members. Peers can share their experiences transitioning from institutions and living in
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the community to provide a consumer perspective to transition candida®Eers may
be a part of options counseling.
Consumers and families will have a voice in the case planning process, and tools
to support their decisiormaking. The transition coordinator and peeentor/advocate
will provide training to help consumers and families navigate consumer options.
Consumes and families will also have the ability to interview potential providers.
Consumers and families will receive information about abuse, neglect, and
exploitationprevention including indicators of possible abe, neglect, and exploitation,
as well ashow and when to use adult protective servig@dP?Sand child protective
services (CP®)hen they enroll in the MFP progranMontana law requires individuals
to report abuse, neglect, and exploitatiom DPHHS, APS, CPS, the local county attorney
where theincident took placeor the local long term care Ombudsme@ase managers
and wraparound facilitators are trained in these issues, and will ensure consumers and
families are well informed. The State will require MFP consumers or representatives to
sign aform verifying they received this information.
Additionally, the Statenayprovide training and forums regarding:
1. Managing change
2. Managing caregiversretaining boundaries
3. Living well with a chronic disease/disability
4. Avoiding learned helplessnes

5. How tomanage stress
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These trainings and forums will provide additional information and tools to help
consumers and families determine whether and how to approach a transifibe.

State may offer different trainings and forums as deemed needed and appropriate.
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B.2 Informed Consent and Guardianship
Consumersauthorized representative@ower of attorney)or guardians are
required to give their consent to participate in the Montana MFP demonstration

program

Informed Consent Procedures

Consumersauthorizedrepresentativespr guardianiegal representative must
provide their consent to participatBy signing an informed consent foromce they have
decided to participate in MEPTransition coordinators will obtain informed consent as a
part of theoptionscounseling process, to ensure consumers/guardians are informed of
the transition process, services and supports offered during and after the MFP year, and
their rights and responsibilitiesTransitioncoordinators and othersn the transition
team will dscuss these issues in detail throughout the transition process. The consent
form includes discussion of:

1 Demonstration benefitsg discussing the transition and ongoing services and
supports provided by the MFP demonstration projethis includes qualéd,
demonstration, and supplemental services.

§ Participation in researcit acknowledginghe O2 y 4 dzY SNRa AYF2 NN I A2y
part of the Mathematica MFP research.

1 Confidentiality ¢ discussingealth Insurance Portability and Accountability Act
(HIPAA)equirements.

1 Withdrawal from project¢ informing consumes of the voluntary nature of their

participation.
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1 Grievanceg; outlining the process to file grievance
The transition team will determine who can provide informed consent. The

team will follow $ate law defining when youth can sign for themselves.

Guardianship

a2y dlylrQ a5 (dzi 8§ WEAT2ZNRI FoBershdd DMESAOF Y & K A LJ

Guardian of Incapacitated Persgrovidesthe court appointed guardian @in

incapacitated person the same powers, rights, and duties as a parent has with respect to
an unenancipated minor childncluding the right to give consent or approval to enable
the ward to receive medical or ot professional care, counsel, treatment, or service

a 2 y U | gfidrd@dship and conservatorship polagpliesto all MFP target

populations but does not specify the level afiteraction required for an individual to
ASNS Fa | O2yadzYySNRa 3JdzZ NRAIF Yy ®

DPHHS is interested in developingriéerion for guardian participation in the
MFP demonstrationMontana wants to ensure a baseline frequency oftechfor
consumers with guardians. When a transition candidate has a guardian, the transition

coordinator will verify the guardianship appointment. The transition coordinator will

NBIjdzA NB G(KS 3Idz2 NRAFY Q& &A3yE(dBithey G(KS 02y 3

beginning of the processThe transition coordinator and case manager will encourage
maximum participation from the guardighrough education/information and inviting

the guardian to all assessments and transition team meetings.
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B.3 Outreach /Marketing / Education

Montana is committed tawonducting outreach, marketing, educaticand
trainingto ensure consumers, families, providers, advocacy grdsiage staffand
Montanans statewide are aware of tl@mmunity Choice Partnership MFP
demondration project. Additionally, this work will be focused on ensuring State staff
and contractors are trained to provide high quality support and services for the MFP

demonstration project.

Information Communicated to Enrollees, Providers, and State Staf

Montana will provide information targeted tdifferent stakeholder types. The
table below defines the audiences for outreach, marketing, education, and training
materials, and outlines the types of information the MFP program will communicate to

each.

Table8: Outreach, Education, Marketing, and Training Efforts by Stakeholder Group

Consumers, family members, advocate$amily member outreach will be as or more
important than consumer outreach for some target groups, particuliadyviduals with
developmental disabilitiesOutreachto consumers and familieseeds to be
independentand not reliant orfacilities Montana will target Native American
populations in its outreach efforts.

1) MFP project existencecreate awareness of the project
One page general summary plus additional targeted information relevant to
group

2) Opportunities within the project, transition, independence
Ensure that the outreach materials are clear that some services included in
are not included in the waivefState Plan programand, in that case, will not bg
available to consumers as theyit MFP

3) Eligibility requirementg 90 days in a facilityreceiving Medicaid, and level of care

4) Process to participate high-level overviewg do not want to overwhelm consumers

and family members with all the process details at this point
5) Rights, responsibilities, and risks
6) Peers will be invoed with initial outreach efforts with consumers and family
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members.

Medicaid service providerg not includingfacility providers

1)
2)

3)

4)
5)

How consumers can participate in MFP

Identify possible participants what tools are available and how do they make
referrals

Their role in supporting participationproviding information about the program,
connecting consumers and family members to transition coordinators, participa
in transition teams, risk assessment

Enrolling providerg to create HCBS capacity

How and where to receive trainingabout MFP or for provider/caregiver training
offered within MFP

Facilityprovidersc facility administratorsand admission/discharge planneage the first
focus of outreach, with additional outreach and education focused on institutional s

1)

2)

3)
4)

MFP overview explainingthe program as an additional opportunity available to
consumers

Build off groundwork from transitions program and MDS Segttioa v € ¢ 2
Their roleg in supporting outreach efforts, identifying transition candidates,
participating in transition teams
Expectationg cooperation with outreach and transition coordination work
Community service provider possibilgydetermine if thee is any interest in having
institutions help fill the need for community service providers

Auxiliary system providers, state and county entities and agents, including
Department of Labor, Office of Public Instruction, Human Resources Development
CouncilsPublic Housing Authoritie8Yomen, Infants, and Children, AAAs, and count
health departments

1)

2)
3)

4)

5)
6)

Introduction to iniiative ¢ one page general summary plus additional targeted

information relevant to each group

a) Include timelines to set schedule expectations

b) Outline opportunities within the project for consumers, families, and their
agency

Participant needg discuss inérms of reliance on these auxiliary providers servic

Eligibility processes outline how different systems coordinatee.g. housing and

MFP

Request for supporg explain how this type of systems change relies on broad

support to succeed because of tihiderconnected nature of systems/programs

How they can participate in MFP

Training opportunities and additional informati@on MFP and related work in

their specific arena if applicable
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MFP Staffand Contractors; including outreach, education, and intake staff

1) Detailed education and training on MFP demonstration project
a) Understanding consumers and families
b) Develop understanding of all outreach materials
c) Develop understanding of consent forms
d) Training inassessment tools
e) Training in transition process
f) Develop understanding of different roles and responsibilities (e.g. transition
coordinator, case manager, housing coordinator, pagvocate/mentoj
g) Training in MFP benefits and services
2) Participant needsg discuss in terms of reliance on these auxiliary providers servi
3) Eligibility processesoutline how different systems coordinatge.g. housing and
MFP
4) Choiceg education about the right of choice and dignity of risk
t S2LJ SQa N IKG a wittizPisabilNgs Ak (BDA) as Sffitded byy
the Olmstead Supreme Court decision to live in the least restrictive environn
in the community of their choice

Policymakers;0 dzZR3I S 2FFAOSI D2@OSNYy2NRa 2FFA

1) Synopsis of the MFP programwhat it is,funding sources, what it does
a) White paper
b) Include positive/transformative impacts on lives
2) Choiceg education about the right of choice and dignity of risk
3) Impact on the State general fund/budgeshort and longerm
Look at all general committees forming on budgéncluding housing, revenue,
and transportation, in addition to DPHHS
4) Balance and modernize LT&&monstrate how this effort is building off work ove
the last 15 years, and is further rebalanciygtem toward HCBS
5) Prepares Montana for impending demographic shift

Media ¢ work will becoordinatedwith5t | | { Q LJdzoft AO Ay F2NXI

1) Announcement of MFP progragR 2y S A UG K LINSaa NBf S|
paper, or other vehicles

2) Eventsg celebrating success, reinforce importance of mission and purpose

3) Share stories of people who transitioned back and the benefits of that transition

4) Connect people to website for more detailed informatiomclude link in all media
material
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Media Types

azyidlylQa aCt RSY2YaidNIGA2Yy LINR2SOU

maximize the reach and impact of outreach efforts. Media types and specific outreach

instrumentsmayinclude:

1. MFP informational packet, the contents may vary by consumer populatidout in

general the packetnayinclude:

a.

Acover letterclearly and simply defining MFP, how tBemmunity Choice
Partnership MFElemonstration project fits within the existing LTSS system in
Montana, and the transformational objectives of MFP.

Existingdng term services and supports (LTSS) informatiaiuding HCBS

waiver and State Plgorogrambrochures.
MEP brochurevith demonstration overview and eligibility requirements.

MEP fact sheet and frequently asked questitmprovide more in depth

information on specific topics.

MEP participant consent forttat a consumer or family member can

complete and give to a transition coordinator at the facility to indicate their
desire to move forward in the transition process.

Rphts and responsibilitie®r consumers and families to understand the

opportunities, obligations, and risks associated with participation.

MEP transition planning quideith high-level information about the

transition and participation process.
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2. MFP brotwre ¢ the brochure will contain an overview of the demonstration,
eligibility requirements, and higlevel information about how MFP fits within the
broader LTSS spectrum.

3. MFPwebsitec5t | | { Q & S awithRnPui fiosh yhé& puiblic information officer,
will create an MFP webpagehich will be easy to find as a standalone site or
through5 SLI NI YSyd LINPINI YAaQ FyR aidlk1SK2f RSNJ 2N
webpage will contain all of the information from the paper informational pasket
and will be updatedegularly to ensure it is current.

4. Newsletters¢ TheCanmunity Choice Partnership MiElemonstration projeciill
not have its own newsletter, but rather the MFP project director will work with
existing provider, advocacy, or other newsletters/perioditaléhclude MFP content.

This includes:

a. Provider newsletters and h. MHA, an association of
magazines healthcare providers
b. ClLs i. Network of Care statewide
c. ADRCs mental health resources
d. Aging newsletter . tENByda [SGdQa !'yAdSs
e. Aging Horizons (PLUK)
f. AARP website/electronic k. Montana Council on
newsletter Developmental Disabilities
g. Montana Healthcare l. MCI
Association m. Montana Peer Network
n. Various listservs

5. Informational letters ¢ the project director or DPHHS public information officer will
distribute informational lettersas needed to create awareness or promote MFP
6. News releaseg the MFP project team will use news releases to share success

stories or other information about MFP.
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7. Facebook; the MFP project teanrmaydza S 5 Eacebdolage to share
information about MFP.

8. Video¢ TheCanmunity Choice Partnership MFP demonstratinay create
outreach videos with peer success stories. DPiHB\Nnclude the video on the
project website, Departmerfaceboolpage, and oryYouTube Transition
coordinatorsmayuse the video as an outreach tool in institutions.

9. Conference presentationg the MFP project teamwill give formal presentations
andmeetregularlywith community groups, providers, and other stakeholders to
discusghe program

10. Regional meetingg the Canmunity Choice Partnership MFP projésam will
facilitate regional meetingwith facility provides, Centers for Independent Living
andothers to elicit best practices and additional input.

11.0Ombudsmen presentationg Ombudsmerwill add MFP information to the
presentations they already conduct at nursing facilities

12.Free Mediac the MFP project tearmayuse public radio, public service
announcements, and other free media to market the demonstration.

13.Web-based trainingg the project team will create webased training modulet®
support ongoing, consistent training on MEétated topicsncluding seHdirection,
transition processes, and conducting assessmenteese trainings will be directed
at consumersfamily membersproviders, and State staff.

MFP staff will gather materials from other states presented at the 2012 MFP

conference and customize for Montanall outreach, educational, marketing, and
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training material will be accessible in multiple formalontana will provide outreach

materialsto CMS prior to use as required.

Targeted Geographic Areas
Outreach efforts will be statewide Montana will not be targeting specific

geographic areas although emphasis will be placed on rural and remote areas.

Locations for Information Dissemination
The MFP project team will use a variety of locations to disseminate outreach,

marketing, education, and training materials widelyocationsnay include:

1. LTS$acilities 11.National Association for Mental
2. Residential senior living facilities lliness (NAMI)
3. PRTFs 12.0OPAs
4. Senior centers 13. Advocacy groups
5. Libraries 14.Hospitals
6. CILs 15. Mental HealthCenters
7. AAAS/ADRCs 16. Medical associations
a. Information assistance 17.Mountain PacifiQuality Health
counselors 18.Child serving agencies
b. SHIP counselors 19.52002NARQ 2FFAOSaA
8. Community agencieshealth 20.Tribal health programs
clinics 21.School districtg, special
9. MMIS provider system education programs
10. Montana Mental Health 22.Univesity schools ohursing

Association (MMHA)

Staff Training, State Forum, and PublicUgdtional Seminars
Montana has already begun public education efforts through community forums
KStR RdzZNAYy3I GKS gNRARGAYy3A AFneedWiSGatehie MERS Qa 2 LIS NI

project team willcontinuehosting community forums throughout theéanmunity
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Choice Partnership MERRmonstrationimplementation to educate the public about

MFP, and receive feedback from consumers, family members, and other stakeholders.

MFP staffcontractors and other stakeholderwill receive classroom and

practical trainng. The following groups will be included in training:

Referral sources

Discharge planners

Case managers

Transition coordinators

Housing coordinator

CIL staff

Qualified, @monstration and supplemental service providers
ADRGtaff

Nursing facility (andther institutional) administrators
10 Facility social workers and case managers
11.PRTFs

12.Mental Health Centers

13. State agency staff

14.Consumers and families

©CONTO~wNPE

Staff and contractors will be required to thoroughly understand the MFP project
by learningthe operationalprotocol and all related project materials and tools. Training
aSaarzya oAttt AyOfdzRSY m0O LINEa Egninbiniiyr 2 y
Choice Partnership MR oject; 3) detailed presentation of each tool and element to be
used by staff/cotractors in administering the program; 4) MFP eligibility policies and
benefit packages; SelevantMontana Medicaid policies and benefits; and 6) Medicaid
consumerrights and responsibilities. The training will include modules specialized on
individualroles within the MFP demonstration including transition coordinator, peer
advocate/mentor and housing coordinator. These specialized modules will go into

further detail of the specific roles, responsibilities, tools, assessments, and benefits
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associatedvith each MFP role. Training sessiomsybe recorded and available

through the MFP website.

az2zyidlyl gAff Y2RAFTE (GKS a!./a 2F bdzNBAY3

Manual for New Transition Fadill- 2 NAR = ¢ | LJdxXetiNationkal Traiding 0 &

and Technical Assistance Program at Independent Living Research Utiliaatise as a

training manual for theCommunity Choice Partnership MFP demonstratidime State

will also draw from training materials from other states presented at the 2012 MFP

coy FSNBYOSz Y2RAFEAY3A GKSY F2N az2yidl vyl Qa
Montana will require staff and contractoromplete trainingoefore working

with MFP participants.

Draft Training Schedule
Corsumers and family members will receive training as they begin participating
in the MFP demonstration, so are not included in the schedule below.
May ¢ June2014
1 Outreach/marketing will begin to create an awareness of the Montana
Community Choice Partnership MFP demonstration project, opportunities within
the project, eligibility requements, and other information to properly set
expectations and inform advocates, facility providensd auxiliary system
providers Montana will continue to use community forums as well as the other
medium described in the operational protocol.
1 MFP staffand contractors will receive informal training through the same

outreach/marketing information used with advocates and providers.

Montana¢ Money Follows the Person Grant Application 65

G§KS 1

dza S ¢



1 DPHHS will educate legislators about the demonstration project during the

legislative session.
July¢ September 2014

1 FormalMFP training of staff and contractors will occur in this quarter. Montana
will have hired all MFP staff by this point, and transitions should begin soon.
Montana will host an intensive training workshop to train contractors and staff
as a group.

1 Ongoingoutreach, marketing and education efforts will continue with providers,
advocates, and community members throughout the State.

Ongoing:

T a2ydlylQa act GSIY gAff O2yiAydzS (2 Kz2ai
regional conferences, and work with individualiiéies, providers, and advocacy
groups regarding the State's MFP project.

1 Formal training from MFP staff/contractor conference will have been recorded
and available on the web for new staff and contractors joining the project.

Web-based modules will bereated and available for ongoing training.

Bilingual Materials and Interpretation Services

Montana will provide interpreter services as needed. Historically, this has
included primarily sign language, Spanish, Russian, and Hmong interpretation. f€he Sta
will find additional interpretation services if requested. Many of the co@BAHhave
bilingual staff who provide interpretation assistance. DPHHS contracts out for

additional interpreter services on an as needed basis.
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Cost Sharing Responsibilities
Participants are not required to cost share in MFP (other than regular Medicaid

cost sharing).
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B.4 Stakeholder Involvement

Montana is committed to involving consumers, families, providers, advocacy
groups, and other stakeholders throughout the Milgmonstration project.Montana
has strong advocacy, consumer, and provigieupsin each of theargeted participant
areasc DD, MI, SED, elderly, and physically disabBaeCanmunity Choice
Partnership MFP demonstratiomill be uniquein that it brings theseassortedgroups
togetherto work in one unified project, containing a diverse group of participants with
varying needs. Many of these individuals and organizations are accustomed to working
a specific DPHHS program or burgadMDD Disability Employment and Transitions
Division DSD/DDP, DSD/CMHB, or SLTC. The MFP project director will need to forge
relationships across the stakeholder spectrum, while also sthemgngexisting
program relationshipsMontana is committed to worikig with experts across all areas
of focus under MFP through the stakeholder advisory council.

The Stateplans toaugmentthe stakeholder advisory counabtablished during
the planning phase of this grant to includéiousing authority representative and
additionalstakeholder representatioas necessary TheCanmunity Choice Partnership
MFPstakeholder advisory counailill providefeedbackguiding the development,
implementation, and operations of theanmunity Choice Partnership MFP
demonstration progct. This will be the setting for discussing lessons learned from the
project and how to adjust the approach to reflect new insights. Additionally, the

Cammunity Choice Partnership MBRakeholder advisory couneiiembers will be
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instrumental inpromoting MFP statewideThe MFP projecticector will head the MFP

advisory council, which will meeggularlythroughout the project.

Stakeholder Involvement Chart
The following chart depicts how stakeholders will be involved inGbamunity

Choice Brtnership MFRIiemonstration project.

Figure3: Stakeholder Involvement in MFP Demonstration Project

DPHHS Director

I

SLTC Administrator
SLTC
AMDD

CMHB
MFF.) Stakehold_er e———=o MFP Project Director e—e
Advisory Council

0 DSD
Disability, Employment, &
Transitions
Family Institutional Intgggtred
Members Providers Parties
[ J H
Consumers Advocacy Communlty
Groups Providers

Consumer and Family Involvemeirt Demonstration

Montanaviews consumers and family member engagementragal tothe
succes of theCanmunity Choice Partnership MElRmonstration project.The work
done through this project very directly impacts their lives, and their voices need to be a
part of the planning, implementation, and operations proce$he State developed the
demonstration project through the planning grant, with most activities occurirnngune
andJuly 2012. Consumers and family members participated in theepsoas members

of the MFP fanningstakeholder advisory councillThe advisory council met fivenies
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during this planning period to discuss the elements of the operational protocol.
Although the official council had 11 members, the State opened the meedimgdjs
encouragedadditional interested parties to participate, supporting broader

collaborationwith all stakeholder groups.

Table9: Planning Stakeholder Advisory Council Members

Member Representation

Mike Mayer CIL

Quentin Schroeter NAMI

Mike Hanshew AARP

Mavis Young Bear Fort Belknap Agency, Vocational Rehabilitatio
Linda Sandman Son Heaven Assisted Living

David Trost {Gd W2KYyQa [dzi KSNYy ¢
Jan Wenaas Consumer Family Member

aAOKF St hQbSAft AWARE

Troy Sprang Chief Dull Knife College

Sheila Thompson Opportunity Resources Inc.

Mark Boatman Consumer

TheState elicited additional consumer and family involvement through
community forums. The MFP planning team went to three cities in dlissoula,
Billings, and Great Falido meet with consumers, family members, providers,
advocates, and other stakeltdrs. Over 120 individuals participated in these sessions.
Through a facilitated consensus workshop, the forum participants defined MFP benefits
and services, housing coordination, and transition processes. The State reimbursed
travel exgnses for consmers and family membeit® promote participation from
individuals living in rural, outlying areas.

Consumers and family members were provided access ittewrreports from

each of the panningstakeholder advisory coune@hd community forum meetings.
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Montana also involved consumers afainily memberghrough a planning
survey, focused on assessing the current LTSS sysidrat is working well and where
there is need for improvemerg and additional services and supports needed to

support successful ansitions for individuals with more complex needs.

Community andracilityProvider Involvementn Demonstration

Community andacility providers are also critical in the planning,
implementation, and operations of theanmunity Choice Partnership MFP
demanstration project. Providers participated in thelpnningstakeholder advisory
counciland community forums alongsid®mnsumers and family members. Both
community andfacility provideswere represented Providers were also given access to

written reports of the meetings.

Consumer and Provider Roles and Responsibilities

Consumersfamily members, and advocates will continue to be central to
ongoing stakeholder involvement throughout the implementation and operation phases
of the Canmunity Choice Partnship MFRlemonstration. Montana wikncourage
addtional consumer and familgnemberparticipationin MFPdemonstration activities
The State wants to ensure that all targeted participant groups are represented on the
Canmunity Choice Partnership MBRakeholder advisory counciMontana will seek to
learn from consumers and families as it measures progress toward the project vision

and goals, using these lessons learned to adjust benefits, services, and processes to
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better meet consumer needs. Th&af also seeks active involvement from consumers
and families in project evaluation.
DPHHS collaborates closely with an actaatlity providemetwork. Facility
providers have worked closely with the Department to support transitisimee 1999.
Theseproviders participated extensively in the MFP planning phase, and will be central
to successfuCanmunity Choice Partnership MkRplementation and operations, as
they facilitate choice for institutional consumers and their family membé&iacility
providers will be a primary referral source. They will also support outreach and
education work by pviding access to facilities ftnansition coordinators and peer
advocates/mentors Facility provides will participate in transition teams, assisting with
risk assessment and transition planning. Providersalgitiparticipatein quality
assurance activities, annual surveys, and other forums eliciting feedbaciity
providers may also expand their service scope to include comnuised services,
helping to address provider and caregiver capacity issues, particularly in rural Montana.
Community providers will also be vital to t@mmunity Choice Partnership
MFP demonstration projectTheir roles are similar tfacility provides. They will
participae on the MFRCanmunity Choice Partnership MBRakeholder advisory
counci| support education and outreach efforts, serve as referral sources, participate in
transition teans, support quality assurance efforts, participate in provider surveys, and

attend MFP forums.

Consumer and Provider Operational Activities
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Ongoing, the State will use the following mechanisms to secure consumer and
provider involvement in the operational activities of t@@mmunity Choice Partnership

MFP demonstration project:

1 Community Choice Partnership MFRakeholder Advisory Coundilthe
Canmunity Choice Partnership MBRakeholder advisory counailill continue
to meet regularly throughout the demonstration project to monitor progressl
provide other feedbackn the denonstration The State will augment the group
to include wider consumer and family representatias necessary

1 Outreach and Educatioq providers will be an important source of MFP project
information for consumers anfamily members Consumers antamily
memberswill also support this work, particularly those who have previously
participated in the MFP demonstration.

1 Referral source; providers,specificallyfacility provides, will be an important
referral source.Families and consumers will als@ate referrals.

i Transition teamg institutional and community providers, including those who
have provided services to the participant, will be members of the transition
teams, helping to complete risk assessments and plans of €&oasumers and
family members will be central to team decisiomaking processes.

1 Quality assurance consumers and providers will support quality assurance

work at the State through interviews and feedback.
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1 Montana Council on Developmental Disabilitiethe MFP project team will
engage the Montana Council on Developmental Disabilities, which is comprised
of 50% consumers and family members as a project stakeholder.

1 Statewide Independent Living Counglthe MFP project team will also engage
the SILC, hich is comprised of a majority of persons with disabilities and reflects
the diverse cultural, disability and geographical makeup of Montana.

1 Reportingg the State will regularly report to consumer/family/advocacy groups
to create a feedback loop. Incl8dR Ay (KA axX a2y dlyl Qa acCt LI
grant progresgonsistentlyto MontanaStatewide Independent Living Council.

1 Consumer surveyg the State will initially conduct a comprehensive survey to
assess long term services and supports in Montakiger this, the State will
periodically survey consumers and families to determine what is working well
and where there is room for improvement within the MFP project.

1 Providersurveysg the State will also survey providers to assess MFP
implementationalk 2 LJISNJ A2y a FTNBY LINRPJARSNAEQ LISNA

i State agency surveysthe project will solicit feedback on the demonstration
from collaborating State agencies.

1 Community forums/focus groups the State will periodically travel to
communities statewide to elicfeedback on the MFP project and discuss
regional topics, such as caregiver or housing capacity.

1 Peer mentoringg consumers and families will serve as peer mentors in the MFP

project.
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B.5 Benefits and Services

az2zyidlylrQa acCt LI NIHGAOALIYy(GE gAff 06S SyNRCTf
home and community based program during the MFP y&&fP demonstration and
supplementakervices will be wrapped around the baseline of services and supports

defined within ech waiver or State Plan program

Service Delivery System for MFP Participants

MFP services will be eithesd-for-serviceor costbased

ServicePackage Available faviFP Participants
Transitioncoordinators/teams will assess MFP participants to determine needs
and develop a plan of cardxistingl915c waivers will bancludedasqualifiedservices
within the MFP demonstration progranParticipants wilcontinue toreceive ongoing
services thoughwaivers or the State Plan programhthe termination of their MFP
demonstration project participationHowever, MFP participants and transition teams
YI® | dzZ3YSyd GKS&AS ASNWAOSa gA0GK RSY2YAaGNI (A2
plan of care ad within established cost parameters during their participatiothie
Canmunity Choice Partnership MiElemonstration project

Montana Big Sky and SDMI 1@MWaivers

The Montana Big Sky waiver serpessonswho areelderly and physically
disabled inrhome and community based settings. iStvaiver was established in 1983
and currently serves approximately 2,000 Montanans. Montana Big Sky participants

have the option of using setfirect services.
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az2yidl yl ér pegsbnk Wit SDMias approvedn December 2006.
AMDD modeled the services available in this waiver off the Montana Big Sky waiver
because of its comprehensive natur€he differences are that Montana does not
include seHdirect options under its waiver for persons with SDMI, andwiaéver offers
one additional service Wellness Recovery Action Plan (WRAP), which lays out
specifically what a consumer needs in a crisis.

The benefits and services included in these waivers are listed and defined in the
table below. An asterisks detes a service is only available in the Montana Big Sky
waiver. Fee schedules for these services are included as separate attachments with the

budget narrative.

Tablel10: Montana Big Sky and SDM915cWaivers Benefits and Seices

Service Definition
Adult Day Adult day health provides a broad range of health, nutritional,
Health NEONBFGA2Y It YR a20AFf aSNIDA

of residence in an outpatient setting, and includes transportation to
the adult day health provider.

Case Case management provides:

Management | § Development and review of the service plan with the consumer

1 Reevaluation of the service plan including a functional assessm
and service delivery

1 Coordination of services

71 Linkingconsumers to other programs

1 Monitoring implementation of service plan

1 Ensuring health and safety

1 Addressing problems with respect to services and providers

1 Responding to crises

1 Being financially accountable for waiver expenditures for their

consumers

Comnunity Community Supports services include assisting the consumer with
Supportsg 1 Basic living skills such as eating, drinking, toileting, personal
Bonanza hygiene, dressing, transferring and other activities of daily living
Option* f Improving andnaintaining mobility and physical functioning

1 Maintaining health and personal safety
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Service

Definition

1 Carrying out household chores and preparation with meals and
snacks

1 Accessing and using transportation (with providers possessing

valid Montana drive® license)

Particpating in community experiences and activities

1 Relieving unpaid caregivers at those times when such relief is i
best interest of the consumer or caregiver

1 Receiving day care for medically fragile children who, because
their disability, cannot be seed in traditional child care settings

=

Community
Transition

Community Transition Services are A@turring setup expenses for
individuals who are transitioning from an institutional or another
provideroperated living arrangement to a living arrangerhéna
private residence where the person is directly responsible for his o
own living expenses.

Consultative
Clinical and
Therapeutic
Services

Consultative Clinical and Therapeutic Services assist caregivers (p
unpaid) in carrying oundividual service plans and are necessary to
AYLINRGS (KS AYRAGARdzZ f Qa4 AYyRSL
community. The service is geared toward individuals with traumati
brain injuries or more complex disabilities that require a more clinic
approach ad specialized interventions. Specific services may inclu
1 Clinical evaluations by these professionals
1 Development of a supplemental home/community treatment pla
which is incorporated into the individu@lservice plan
1 Training and technical assistartceimplement the treatment
1 Monitoring the treatment and interventions
1 Oneon-one consultation and support for paid and rpaid
caregivers

Consumer
Goods and
Serviceg
Bonanza
Option*

These are services, supports, supplies or goods only available tined

selfdirected Bonanza OptionThese items could include the purchag

of appliances and vans, with or without modifications, when criteria

and Department approval is in place. These items must address arn

ARSYUATASR YySSR A-yentérdd Servibeaydssaayos

plan and meet one of the following

1 Decrease the need for other Medicaid services

1 Promote inclusion in the community

1 Promote the independence of the consumer

1 Fulfill a medical, social, or functional need based on unique cult
approaches

1 Increase the persd® safety in the home environment

Day
Habilitation

Day habilitation services focus on enabling individuals to attain the
maximum functional level. Day Habilitation includes assistance wit
acquisition, retention, or improvement in sdielp, socialization and
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Service

Definition

adaptive skills, which takes place in a residential setting, separate
from the home or facility in which the consumer resides. Services

normally provided four or more hours per day on a regularly schedt
basis, for one or more days per week.

Dietetic
Services

Dietician Services are thopeovided by a registered dietitian or a
licensed nutritionist for consumer education and meal planning for
consumers who have medically restricted diets or for consumers w
do not eat appropriately to maintain health. Dietitian Services are
related to the management of a recipie@tnutritional needs. Dietitian
Services include:

1 Evaluation and monitoring of nutritional status

1 Nutrition counseling

1 Therapy

1 Education and research

Environmental

Physical adaptations to the hom& fj dzA NBR o6& (KS

Accessibility | plan, which are necessary to ensure the health, welfare and safety

Adaptations | the individual, or which enable the individual to function with greate
independence in the home and without which the recipient would
require institutonalization.

Family Services whereby an employee of a Child and Family Services pro

Training and | enrolled with the Department is responsible for assisting families w

Support training and support issues associated with their child aged 0 throu

21 with disabilities and not eligible for DD Services. Specifically, Fa

Training and Support includes:

1 Providing training to families and others who work or play with t
child. Training would include general orientation about the cild
disabling condion as well as training specific to the needs of the
child and his or her family and how best to meet those needs.

1 Serving as consultant to families in terms of developmental stag
and teaching activities that families can do with their child that
would help in the developmental process.

71 Collaborating with the case managers and families to develop
strategies for environmental modifications or adaptations that
would be beneficial to the child.

1 Periodically assessing the child, including conducting
developnental assessments, in order to discover unmet needs,
determine progress or lack of progress and identifying areas of
strength that can be emphasized.

1 Providing emotional support to families, including active listenin
problem solving and suggesting reso@s such as peers and othe
within the disability community who could offer support.

1 Advocating for the familg needs with the case management tea
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Service Definition
and others who may offer supports and services.
1 Assisting the family and case management team with tteomsand
referral to special education, including Part B.
Financial Financial management services provide finance, employer, payroll
Management | related functions for the consumer/personal representative. These
Serviceg, services asge that the funds to provide services and supports
Bonanza outlined in the individual service plan are implemented through a s¢
Option* directed approach and are managed and paid appropriately as
authorized. This is a mandatory service for all participant directed
waiver participants.
Health and Offers consumers opportunities to engage in recreational, health
Wellness promoting and wellness activities within their community.
The service includes:
71 Classes on weight loss, smoking cessation, and healthy lifestylé
such agilLiving Well with a Disabilifyoffered byCenters for
Independent Living
1 Health club memberships
1 Arttherapy
71 Costs associated with adaptive recreation activities such as skii
horseback riding, and swimming
Homemaker | Homemaker services consist of general household activities provid
to consumers unable to manage their own home or when the
individual normally responsible for homemaking is absent. Homem
services do not includpersonal care services available under State
Plan Medicaid.
Homemaker | Homemaker chore services are provided to consumers unable to
Chore manage their own home or when the consumer normally responsih
for homemaking is absent. Homemaker Chore activitiekides
cleaning a home requiring extensive cleanup beyond the scope of
general household cleaning available under the Homemaker servig
such as heavy cleaning (e.g., washing windows or walls); yard carg
walkway maintenance; minor home repairs; wood phimg and
stacking.
Independence| Independence Advisor (IA) services include an array of consumer
Advisorg directed support activities to ensure the ability of consumers to dire
Bonanza their care successfully. Consumers can choose frongaalfied and
Option* enrolled provider. This is a mandatory service for consudnection.
Non-Medical | Transportation means travel furnished by common carrier or privats
Transportation| vehicle for noamedical reasons as defined in the individual service

plan. Transportation Services must meet the following criteria: Be
provided only after volunteer, state plan or other publicly funded
transportation programs have been exhausted or determined to be
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Service Definition
inappropriate; and be provided by the most cost effective mode.
Occupational | Occupational therapists may provide evaluation, consultation, train
Therapy and treatment. These services aprovided when the limits of
Occupational Therapy Services under the approved State plan are
exhausted. The scope and nature of these services do not otherwi
differ from Occupational Therapy Services furnished under the Stai
plan, except that palliatey therapies are allowed.
Pain and Services support traditional and nontraditional approaches to pain
Symptom symptom management including, but not limited to, acupuncture,
Management | reflexology, massage therapy, craniosacral therapy, hyperbaric oxy
therapy,mind-body therapies such as hypnosis and biofeedback,
coaching, chiropractic therapy, and nursing services by a nurse
specializing in pain and symptom management.
Personal Personal Assistance Services may include superfmidrealth and
Assistance safety reasons, socialization, escort and transportation for-madical
Service reasons, or an extension of State Plan personal assistance service
Since the provision of personal assistance by legally responsible
individuals ishot available undr the State R, individuals may use
this service for assistance with activities of daily living (ADLS) by le
responsible individuals.
Personal PERS is an electronic device, which enables certain individuals to
Emergency secue help in the event of an emergency. The client may also wea
Response LR2NIFofS aKSELXE odzidz2y G2 Fff2
System (PERS (12 G(GKS LISNARA2YyQa LK2YyS | YR LINE 3
2y0S | aKSftL¥E o0dziG2y Aatafftddi A Ol

response center.

Physical
Therapy

Physical therapists may provide treatment training programs desigt
to: 1) preserve and improve abilities for independent function, such
range of motion, strength, tolerance, coordination, and ADLs; and 4
prevent, to the extent possible, irreducible or progressive disabilitie
through means such as orthotic prosthetic appliance, assistive and
adaptive devices, positioning, behavior adaptations, and sensory
stimulation.

Post Acute
Rehabilitation
Services

PostAcute Rehabilitation is a residential or a A@sidential program
for persons with a traumatic brain injury, or other severe disability t
would benefit from these services. Consumers are taught strategie
overcome barriers created by their disalyi] learn compensatory
techniques for memory loss and behavior problems and relearAala
day living skills. The goal of this program is to facilitate integration
the community in addition to reducing the level of disability of the
consumer.

Prevaational

Prevocational training services are habilitative activities that foster
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Service

Definition

Services

employability for a HCBS consumer. These services are aimed at
preparing an individual for paid or unpaid employment, and include
teaching concepts such as compliapattending, task completion,

problem solving, endurance, work speed, work, accuracy, attention
span, motor skills and safety.

Private Duty
Nursing

Service provides nursing services by a Licensed Practical Nurse (L
Registered Nurse (RN) licendedpractice in Montana. These service
are provided to an individual at home or in an adult residential care
facility. Private duty nursing services are medically necessary sery
provided to consumers who require continuoushame nursing care
that is not available from a home health agency.

Residential
Habilitation

Residential Habilitation is provided in an Adult Foster Home (AFH)),
Group Home, Assisted Living Facility (ALF) or Residential Hospice
Residential habilitation is a bundled service thay include personal
assistance supports or habilitation to meet the specific needs of eal
resident; homemaker services; medication oversight; social activitig
personal care; recreational activities, transportation; medical escorf
and 24hour onsite avake staff to meet the needs of the residents &
provide supervision for safety and security.

Respiratory
Therapy

Services include direct treatment, ongoing assessment, equipment
monitoring and upkeep, pulmonary education and rehabilitation for
those 21and older.

Respite Care

Respite care is temporary, shadrm care provided to consumers in
need of supportive care to relieve those persons who normally pro
the care. Respite care is only utilized to relieve a-pail caregiver.

Senior Senior Companion Services are directed at providing companionsh

Companion and assistance. The service includes respite, socialization, supervi
and homemaking.

Specialized This service provides day care for medicakyifie children who,

Child Care for | because of their disability, cannot be served in traditional childcare

Medically settings.

Fragile

Children

Specialized Specialized medical equipment and supplies include devices, contt

Medical or appliances, specified in the service and support plan, which ena

Equipment consumers to increase their abilities to perform activities of daily liv

and Supplies | or to perceive, control, or communicatvith the environment in which

they live and includes the provision of service animals. It also inclu
items necessary for life support, ancillary supplies and equipment

necessary to the proper functioning of such items, and durable and
non-durable medtal equipment not available under Medicaid State
plan.
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Service

Definition

Speech
Therapy and
Audiology

Speech therapy may include:

1) Screening and evaluation of individuals with respect to speech
hearing functions.

2) Comprehensive speech and language evaluations when tedica
by screening results.

3) Participation in the continuing interdisciplinary evaluation of
individuals for purposes of beginning monitoring and following y
on individualized habilitation programs.

4) Treatment services as an extension of the evaluatimtess
including consultation with appropriate people involved with the
individual for speech improvement and speech education activit
G2 RSaA3IYy &LISOAIf AT SR LINEINI
communication skills in comprehension, including spgeeeading,
auditory training, and skills in expression.

Supported
Employment

Supported employment includes activities needed to sustain paid W
by consumersincluding supervision and training for persons for whg
unsupported or competitive employment at or above the minimum
wage is unlikely. Supported employment is conducted in a variety
settings. Supported employment may include group community
employmeri such as crews, enclaves or individual community
employment.

Supported
Living

Supported living is a comprehensive habilitation service designed t
support individuals with brain injuries, or other severe disabilities, i
the community. Supported living a bundled service, which includeg
independent living evaluation, homemaking, habilitation aides,
behavioral programming, nemedical transportation, specially traine
attendants, day habilitation, residential habilitation, prevocational
training, suppoted employment, 24our availability of staff for
supervision and safety, and service coordination to coordinate
supported living services.

Vehicle
Modification

Vehicle modifications are modifications made to a personal vehicle
that will allow a consumeto be more independent. These
modifications would be specified in the service plan as necessary t
enable the consumer to more fully integrate into the community an
to ensure their health, safety and welfare.

WRAP

Wellness Recovery Action Plan (WRAR)m®nualized group
intervention for adults with mental illness. WRAP guides participant
through the process of identifying and understanding their persona
wellness resourcesiyellness tools) and then helps them develop an
individualized plan to use #se resources on a daily basis to managg
their mental illness. WRAP has the following goals:

1) Teach participants how to implement the key concepts of recov
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Service Definition

(hope, personal responsibility, education, satfvocacy, and
support) in their dayto-day lives

2) Help participants organize a list of their wellness tocdstivities
they can use to help themselves feel better when they are
experiencing mental health difficulties and to prevent these
difficulties from arising

3) Assist each participant in creating advance directive that guides
the involvement of family members or supporters when he or sh
can no longer take appropriate actions on his or her own behalf

4) Help each participant develop an individualized possis plan for
use as the mental health di¢ulty subsides, to promote a return tg
wellness

Developmentally DisablelP15cWaivers

DDP operates three waivegsl) Comprehensive waivefor individuals with
developmental disabilities; Zyommunity supports waivewith more limited DD
services and supports; and Alitism waiverproviding benefits and services for children
with autism up to eight years old\either the community supports waiver nor autism
waiver arerelevant to the MFP demonstration projecthe kenefits and services
included in the comprehensiwgaiverare listedand defined the following tableA fee

schedule for these services is included as a separate attachment with the budget

narrative.
Tablel1: Developmental Disallities Comprehensive WaiveBenefits and Services
Service Definition
Day Services designed to assist individuals in acquiring, retaining, and
Habilitation improving sekhelp, socialization, and adaptive skills necessary to

reside successful in home andmmunity based settingsThese
services are provided in day programs/settings.

Homemaker | Homemaker services consist of general household activities provid
by a homemaker when the person regularly responsible for these

activities is unable to managedhome and care for himself/herself g
others in the home, or is engaged in providing habilitation and supy
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Service Definition
services to the individual with disabilities. Services include meal
preparation, cleaning, simple household repairs, laundry, shopping
food and supplies, and routine household care.

Livein Payment for additional costs of rent and food that can reasonably L

Caregiver attributed to an unrelated liven caregiver who resides in the same
household as the waiver participant. Staff qualifiedi&divery
residential habilitation provides livim caregiver service.

Residential Services designed to assist individuals in acquiring, retaining, and

Habilitation improving selhelp, socialization, and adaptive skills necessary to
reside successfully ilome and community based settings.
Habilitation is provided to an individual wherever she/he may live.

Respite Respite care includes any services (e.g. traditional respite hours,
recreation or leisure activities for the recipient and caregiver, sumn
camp) designed to meet the safety and daily care needs of the
NEOALASYG YR GUKS ySSRa 2F GKS§
reducing stress generated by the provision of constant care to the
individual receiving waiver services.

Supported Supported employment is for persons with developmental disabiliti¢

Employment | who, because of their disabilities, need intensive ongoing support t
perform in a work setting. It provides the opportunity to work: work|
for pay in regular employment; integrate witton-disabled persons
who are not paid caregivers; and receive long term support service|
order to retain the employment. Activities may include yplacement
activities, job market analysis/job development, job match/screenin
job placement/training, agoing assessment and support and servic
coordination, and transportation.

WCCIM Services furnished to assist individuals in gaining access to neede(

Waiver medical, social, educational, and other services. Gastgement

funded includes comprehensive assessment and periodic reassessment,

/ KAt RNX development and periodic revision of a specific plan of care, referr

Case and related activities, monitoring and follow up activities.

Management

Occupational | Occupationatherapists may provide evaluation, consultation, trainir

Therapy and treatment.

Services

Physical Physical therapists may provide treatment training programs desigt

Therapy to: 1) preserve and improve abilities for independent function, such

Services range of motim, strength, tolerance, coordination, and ADLs; and 2

prevent, to the extent possible, irreducible or progressive disabilitie
through means such as orthotic prosthetic appliance, assistive and
adaptive devices, positioning, behavior adaptations, and @gns
stimulation.
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Definition

Psychological
and
Counseling
Services

Psychological and counseling services may include individual and
therapy; consultation with providers and caregivers directly involve
with the individual; development and monitoring of behavior
programs; participation in the individual planning process; and
counseling for primary caregivers when their needs are related to
problems dealing with the child with the disability.

Speech
Therapy
Services

Speech therapy may include:

1) Screening and evadtion of individuals with respect to speech an
hearing functions.

2) Comprehensive speech and language evaluations when indicat
by screening results.

3) Participation in the continuing interdisciplinary evaluation of
individuals for purposes of beginningpnitoring and following up
on individualized habilitation programs.

4) Treatment services as an extension of the evaluation process
including consultation with appropriate people involved with the
individual for speech improvement and speech education dietsyi
G2 RSaA3Iy &aLISOAIf AT SR LINEINI
communication skills in comprehension, including speech, read
auditorytraining, and skills in expression.

Personal
Supports

Personal supports are only available to participants sélbdirect
some or all of their services with employer authority. The personal
supports worker is hired by and the employee of the participant or {
LI NOHAOALI yiQa NBLINBaSydal dAaAgdSo
participant in carrying out dailliving tasks and other activities
essential for living in the community, including assistance with
homemaking, personal care, general supervision, and community
integration.

Supports
Brokerage

Service/function that assists the participant (or family or
representative) in arranging for, directing, and managing services.
Serving as the agent of the participant or family, the service is avai
to assist in identifying immediate and long term needs, developing
options to meet those needs, and accessontified supports and
services.

Adult
Companion

Nonmedical care, supervision and socialization, provided to a
functionally impaired individual. Companions may assist or supervi
the individual with such tasks as meal preparation, laundry and
shopping but do not perform these activities as discrete services. T|
provision of companion services does not entail haadswursing care,
Providers may also perform light housekeeping tasks, which are
incidental to the care and supervision of the individual.

Adult Foster

This service pays for extraordinary supervision and support by a
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Definition

Support

principal care giver licensed as an adult foster care provider who i
in the home. The total number of service recipients (including
participants served in the waivgliving in the adult foster home, who
are unrelated to the principal care provider, cannot exceed four
persons

Assisted Living

Payments for services rendered in an assisted living facility, includi
personal care, homemaker services, medication ovetsggtial and
recreation activities, 24 hour on site response staff to meet the
unpredictable needs of recipients and supervision for safety and
security. Separate payment will not be made for those services inte
to and inherent in the provision of theersonal care facility service.

Board
Certified
Behavior
Analyst

The Board Certified Behavior Analyst (BCBA) functions include the

following:

1) Designing behavioral assessments and functional analyses of
behavior and interpreting assessment and evaluatesults for
staff and unpaid caregivers providing services to enrolled waive
recipients.

2) Designing, monitoring and modifying written behavior interventi
procedures and skill acquisition procedures. Written plans of
intervention developed by the BCBArgerally require the
collection of data by staff or unpaid caregivers providing direct
support. Decisions made by the BCBA in designing, monitoring
modifying behavior intervention and skill acquisition procedures
are generally based on the review anubdysis of collected data.

3) Training staff and unpaid caregivers in the implementation of
formal and informal procedures designed to reduce problem
behaviors and/or to increase appropriate behaviors.

4) Attending planning meetings for purpose of providggdance and
information to planning team members in the setting of
appropriate goals and objectives for persons who need BCBA
services.

Caregiver
Training and
Support

Caregiver training and support are services for individuals who pro
unpaid support training, companionship or supervision to participan
For purposes of this service, individual is defined as any person, fa
member, neighbor, friend, companion, or-emrker who provides
uncompensated care, training, guidance, companionship or cupgp
a person served on the waiverhis service may not be provided in
order to train paid caregivers. Training includes instruction about
treatment regimens and other services included in the service plan
of equipment specified in the service plaand includes updates as
necessary to safely maintain the participant at home. Support must
aimed at assisting the unpaid caregiver in meeting the needs of the
participant.
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Definition

Community
Transition
Services

Community Transition Services are A@turringsetup expenses for
individuals who are transitioning from an institution to a DDP waive
funded HCBS residential servig&llowable expenses are those
necessary to enable a person to establish a basic household that d
constitute room and board andhay include:

1) Security deposits required to obtain a lease on an apartment or
home.

2) Essential household furnishings and moving expenses required
occupy and use a community domicile, including furniture, wind
coverings, food preparation items and batlefb linens.

3) Setup fees or deposits for utility or services access, including
telephone, eletricity, heating and water.

4) { SNBAOSa ySOSaalNER F2N GKS A
pest eradication and oréme deaning prior to occupancy.

5) Movingexpenses.

6) Necessary homaccessibility adaptations.

7) Activities to assess need, arrange for and procure needed
resources.

Dietician

These services provided by a registered dietitian or licensed nutritig
include meal planning, consuttan with and traning for cargjivers,
and education for the individual served@he service does not include
the cost of meals.

Environmental
Modification/
Adaptive
Equipment

Environmental modifications angghysical adaptations to the home,
required by the individu&® plan of care, which are necessary to ensl
the health, welfare and safety of the individual, or which enable the|
individual to function with greater independence in the home, and
without which, the individual would require institutionalization. Such
adapiations may include the installation of ramps and glars,
widening of doorways, modification of bathroom facilities, or
installation of specialized electric and plumbing systems, which are
necessary to accommodate the medical equipment and suppliesh
are necessary for the welfare of the individual. Environmental
modifications may be made to a recipi@€home or vehicle
(wheelchair lift, wheelchair lock down devices, adapted driving
controls, etc.) for the purpose of increasing independent functigni
and safety or to enable family members or other caregivers to prov
the care required by the recipient.

Adaptive equipment necessary to obtain and retain employment or
increase independent functioning in completing activities of daily liv
whensuch equipment is not available through other sources may b
provided.

Individual

Individual Goods and Services are services, supports or goods tha
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Service Definition

Goods and enhance opportunities to achieve outcomes related to living

Services arrangements, relationships, inclusion in the community and work &
clearly identified and documented in the service pldtems or
services under individual goods and services fall into theviatg
categories:
1) Membership/fees
2) Devices/supplies

Meals This service provides hot or other appropriate meals once or twice

day, up to seven days a week.

Personal Care

Personal Care Services Include:

1) Assistance with personal hygiene, dressing, eadimdjambulatory
needs of the individual.

2) Performance of household tasks incidental to the pe@drealth
care needs or otherwise necessary to contribute to maintaining
individual at home.

3) Supervision for health and safety reasons.

PERS

Personal Emergency Response System (PERS) is an electronic de
that enables waiver participants to secure help m an emergency. T

LI NOAOALI yG Yre Ffaz2 ¢SIFN I L3
Y20AfA0ed ¢KS aeadsSy Aa nmeandy S(
LINEANF YYSR G2 aAraylrt | NBaLkRy]

activated. Trained professionals staff the response center

Private Duty
Nursing

Private Duty Nursing service is to provide medically necessary nurs
services to individuals when these services exceed the established
Medicaid limits or are different from the service provided under the
State Plan. They will be provided where they meeded, whether in
the home or in the individu& day activity setting.

Services may include medical management, direct treatment,
consultation, and training for the individual and/or his caregivers.

Respiratory
Therapy

These services are provided blicnsed respiratory therapist and mg
include direct treatment to the individual, ongoing assessment of th
persorf? medical conditions, equipment monitoring and upkeep, an
pulmonary education and rehabilitationVithout these services,
individuals withsevere pulmonary conditions would have to be
institutionalized.

Transportation

Service offered in order to enable individuals served on the waiver
gain access to waiver and other community services, activities and
resources, specified by the plan @fre.

Program for Youth with Seriosnotional Disturbances 1915 KT BState Plan
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az2zyidlyl Qa t wrtoPerating lh 200NAnd &arkh September 30,
2012. CMHB submitted auccessfuhpplication to CMS for 8915cHCBS bridge waiver
to continue services to families aryguth currently on the PRTF demonstration
waiver/grant. CMHB has also submittedurcessful915iHCBS Statddh program
request to makeHCBServices availablstatewide. CMS approved the 191 &tate
Plan program to be effective on January 1, 20RBoposed Administrative Rules of
Montana have been filed to suppatttesechange.

The benefits and services included in ##15i HCBState Plarprogramare
listed and defined in the table belowA fee schedule for these services is included as a

separate attachment with the budget narrative.

Tablel12: Youth with SED State PldfrogramBenefits and Services

Service Definition
Peerto-Peer | Peerto-Peer services are designed to offer and promote support to
Services parent/guardian of the youth wittsEDand/or to the youth with

SED Peerto-peerservices are geared toward promoting self
empowerment of the parent or youth, enhancing community living
skillsand developing natural support3.hese services are intended tg
assist the parent/guardian or youth in being able to access appropt
formal and informal services for the youth in the communitthe
individualized plan of care must identify a need tiuis service.

Consultative | Consultative Clinical and Therapeutic Services provide treating
Clinical and physicians and mikvel practitioners with access to the psychiatric
Therapeutic | expertise and consultation in the areas of diagndseatment,

Services behavior, and medication management.

SQupplemental | Cusbmized Goods and Services allfmwthe purchase of services or
Supportive goods not reimbursed by Medicai@hese Customized Goods and
Service Services typically are used by the youthdoilitate access to supports

designed to improve and maintain the youth in the community.

Education and| Education and Support Services are provided to family members,
Support unpaid caregivers, and persons providing treatment or otherwise
Services involved in the youtl® life. Education and Support Services include
instruction about the diagnostic characteristics and treatment
regimens for the youth, including medication for the youth, and
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Definition

behavioral management.

Family
Support
Specialist

Family SupporSpecialist services provide support and interventions

parents and youth, under the guidance of theHome

Therapist. These services may include, but are not limited to:

1) Assisting the lHome Therapist in family therapy by providing
feedback to the iFhome therapist about observable family
dynamics.

2) Providing education to parents regarding their c@lchental
illness.

3) Coaching, supporting, and encouraging parenting techniques
learned through parenting classes and/or family therapy.

4) Providing, asecessary, parenting skills specific to the child.

5) Participating in family activities in order to assist parents in
applying specific parenting methods in order to change family
dynamics.

6) Working with youth to access any types of wellness recovery to
such as a wellness recovery action plan tool kit.

7) Serving as a member of the crisis intervention team.

Geographic
Factor for
Travel

A geographical factor of $.50 per mile may be available to a Family

Support Specialist, Wraparound Facilitator, PeePeerSpecialist, In

Home Therapist or GOccurring Service Provider when the following

circumstances are met:

1) The provider is traveling out of the location where the provider h
its regular office, excluding satellite offices;

2) The provider is traveling a digtae greater than 25 miles one way
TNRBY (KS 2FFAOS (2 GKS @2dziK

3) The geographical factor will include the initial 25 miles and retur
trip;

4) The geographical factor is prior authorized by the plan manager
and

5) The geographical factor and thogeoviders authorized to receive
AG INB AyOfdzRSR Ay (GKS @&2dziK

In-Home
Therapy

In-Home Therapists provide fad¢e-face, individual, and family therap
for youth and parent(s) or legal guardians in the ydttesidence at
times convenient fothe youth and family.

Non-Medical
Transportation

Non-Medical Transportation is the provision of transportation throug
common carrier or private vehicle for the yo@haccess to and from
social or other nonmedical activities that are included inwaaver
plan of care.

Respite Care

Respite Care is the provision of supportive care to a youth so as to
relieve those unpaighersons normally providing dagp-day care for
the youth from that responsibilityRespite care servicesay be
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Definition

provided only ora shortterm basis, such as part of a day, weekends
or vacation periods.

Wraparound
Facilitation

Wraparound services are comprehensive services comprised of a
variety of specific tasks and activities designed to carry out the
wraparound processncluding: assembling the wraparound team;
facilitating plan of care meetings; working with the department in
identifying providers of services and other community resources to
meet family and youth needs; making necessary referrals for youth
documentingand maintaining all information regarding the plan of
care and the cost plan, including revisions; presenting plan of care
cost plans to the plan manager for approval; providing copies of th¢
plan of care to the youth and family/guardian; monitoringgth
implementation of the plan of care; maintaining communication
between all wraparound team members; consulting with family and
other team members to ensure the services the youth and family a
NEOSAGAY3I O2yiAydzS (2 YSSiean K9
members about the wraparound process; and maintaining team
cohesiveness.

Specialized
Evaluation
Services

Specialized Evaluation Services provide access to necessary evall
seavices with brief consultatiothat are otherwise unavailable or not
covered by state plan Medicaid or oth@rdzy RA y 3 & 2 dzND
need for this service must be indicated in the plan of care. Serviceg
may include but are not limited to: Applied Behavior Analysis,
psychosexual evaluiain, and pharmacogenetic evaluation

Crisis
Intervention
Service

Crisis Intervention Service includes a skerim (not greater than 14
day9 placement in a therapeutic group home or youth shelter home
when intervention and shofterm placement are necessary to avoid
escalation and acute ca admission.If there is indicatiora higher
level of service is necessary, appropriate referrals will be made for
youth. Crisis Intervention Service allows families who are worn dov
and unable to continue coping an opportunity for their youth to
receive this servicerhile continuing to be involved with their youth.

CoOccurring
Services

CaoOccurring Services are designed to provide assessment/evalua
education and treatment for coccurring mental health and chemica
dependency issues for yduthrough an integrated approaciCo

Occurring Services are intended to improve or maintain current lev
2T FdzyOlA2yAy3d YR G2 NBRdAzOS #
mental health and chemical dependency issues.
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In addition to these services, Montamaay offerthe following MFP
demonstration services when requireéb 'y A Y RA @A R Gide be@chmakktor y 2 F O

ASNBS {95 e2dziK KIZS 0SSy NBY2OSR dzy RSNJ a2y

1. MFPTransition Services
DPHHS will sygort MFP participants in their transitions by paying dmee
costs assessed as needed to support transitions. These costs may include security
RSLI2AAGA O0AyOfdzRAY3I FANRG Y2yiKQa NByiliv: Y
affecting ability to meetental qualifications, set up fees or deposits for utilities or
service access, furniture, other household goods, services needed for health and
safety,and home accessibility adaptatian3ransition coordinators can ddrize
payment for up to $4,000f goods and services without prior approval. Transition

services costs can exceed this amount with approval.

Unit of Service| Unit ¢ consumers can receivaore than one unibf transition
service, as defined in their plans of care
Rate:| $2,000

2. Regional Transition Coordinators
wSIAA2YyIf ONIyaArAdAz2y O22NRAYIF02NR oAt LINRO
transition from institutions to the community.
1 Transition coordinators will work with a team, including the consumer, family
members, istitutional providersdischarge planners, peer mentor/advocate,
and community providers (includin@IL% to develop a transition plan and

oversee its implementation
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9 Transitioncoordinators willcoordinate servicesround the transition,
including the tansition services (listed above under demonstration and
supplemental services), such as home modifications, vehicle modifications,
and utility deposits, connecting participants to peer mentors, working with
local housing coordinators, and selecting othéfP demonstration and

supplemental services needed by the consumer to successfully transition.

Unit of Service| 1 Transition
Rate:| $5,000

3. Companion Services
MFP adult angouth participants and/or family membenmwaybe paired, when
appropriate and available, with peers for support before, during, and following their
transitions.
1 Peers argersons or family members whose life experience provides
expertised K LINRPFSaaAazylft GNIFXAyAy3a OF yQi
interacting with MFP participants or family members before the transition
occurs, will stay in touch regularly, and work to integrate participants into
the community and provide support to families.
1 Montana willpartner with Centers for Inépendent Livng, People First,
Area Agencies on Aging, NAMhd other networks statewide to support this
service.
/| 2YLI yA2Yy aSNBAOSAz: a gAl0K Fff &ASNWAOS
care. The amount of this service approved and provided will vagbas the
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needs of the individual. LY LI YA 2y aSNIBAOSA Olyy2i 0S LINERCC

legally responsible relatives or thotamily membersvho normally provide the care

Unit of Service| 15 minutes
Rate:| $5.22

4. PeerMentor/Advocate
Peermentorsor advocates have a different role than peer companions. More than
socializationmentordadvocates work with consumers and family members to
introduce them into the culture of disability A peementor/advocate serves as a
consumer advocate and providesnsumer informatiorand supportfrom a peer
perspective Montana willpartner with Centers for Independent Living, People
First, and Consumer Direct, Area Agencies on Aging, NAlKal Advisory Councils,
Montana Peer Network, Montana Mental Health Assiation and other networks

statewide to support this service.

Unit of Service| 15 minutes
Rate:| $7.00

5. Connecting Information Technology
Montana is a rural/frontier state, with many Montanans living far from services,
neighbors, and family. Montanaill be using MFP as an opportunity to increase its
use of technology to connect participants to health services, families, peers, and

social opportunities. If required by the plan of care:
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1 Montana maysupport communication needscluding hardware and
associated costs to maintain connectivity or provide enhanced supervision,
monitoring, and diagnostic needs.

1 Montana may purchase information technology equipment or software
needed to suppormedication management.

1 Montana will seek ougroup purchasindor these products and services for

participants.

Connecting Information Technology Purchase

Unit of Service| 1

Rate:| $800

Connecting Information Technology Set Up

Unit of Service

1

Rate:

$100

Connecting Information Technology Monthly

Unit of Service:

12

Rate:

$58

Monitoring, Diagnostic Information Technology

Unit of Service|

1

Rate:

$700

Monitoring, Diagnostic Information Technology Monthly

Unit of Service

12

Rate:

$150

Medication Management Technology

Unit of Service|

1

Rate:

$900

6. Geographic Factor for Provider Travel
Many miles often separate towns in Montana. It is not unusual to drive for 50 miles
to reach the closest town. In order to improve access to services in rural Montana,

the State willuse a geographic factdo reimburse providers traveling more than 25
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due to no way to sustain it once the grant ends.

Unit of Service| 1 mile (once traveled 25 miles)
Rate:| $0.5

7. Addictive TreatmentServices
Montana has limited resources focused on substance abuse, gambling, and other
addictive disorders for adults or children on Medicaid. Individuals with
developmental disabilities, traumatic brain injuries, and cognitive disorders in
Montana have garticular need for these services. Under MFP, the State will
support services to fill this gafphis demonstration service was removed from the

021 2F az2yldlylrQa act ANIyYyl®

Unit of Service| Individual: 15 minutes / group: visit
Rate:| Individual: $11.25 / group: $9.00

8. Modifying existing vehicles for accessibility
Transportation is often an obstacle for individuadso are disabledvith accessibility
needs to fully engage in employment, recreation, and social activiltking
modifications to an existing vehicle would be specified in the service plan as
necessary to enable a consumer with accessibility needs to more fully integrate into

the community and to ensure their health, safety and welfare.

Unit of Service] 1
Rate:| $4,000

9. Transportation supports
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Montana will provide required financial support to individuals needing another
method of accessing transportation beyond a purchased vehicle. If required by the
plan of care:
1 MFP may pay costs associated witiensing, irsuring, or maintaining a
vehicleto promote independent vehicle usage.
1 The State may provideansportation vouchergo help participants access
public transportation options.
1 The State may providaileage reimbursemento support transportation

needs.

TMa RSY2YailiN)I GA2Yy aSNBAOS sl a y2i RSTFAY

coverage for transportation is already available through the Community First

Choice/State Plan program and through Medicaid waiver.

Licensing, Insuring, Maintaining
Unit of Service| 1

Rate:| $1,650
Transportation Vouchers
Unit of Service| 1 trip

Rate:| $12.16
Mileage Reimbursement
Unit of Service| 1 mile

Rate:| $0.5

10.Overnight or Enhanced Staffing and Supervision

MFP participants living alone and needing supervision can have overnight or
enhanced staffing to help support the transition for a limited tim@vernight or

enhanced staffing supervision will be provided based on individual needs defined in
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the plan ofcare. Generally thiservice will be available for 30 to 4ays, unless

extenuating circumstances warrant a longer timeframe.

Unit of Service| 1 night
Rate:| $40

Montana may offer an additional demonstration service in future years of the
Canmunity Choice Partnership MFP demonstration projelgtontanaplans to develop
a Community First Choicservice package, including personal assistance and additional
ASNIBAOSAa I NB OdzNNEBy i f &rhelStatdintendisko ircl@dg this a6 Qa { G |
a demastration service once the analysis is complatel the service is better defined
This will allow Montana to see how best to bundle these services in a future Community
First Choice State Plan amendment.

Below are tables outlining services for eachtggvant group. MFP participants
will be enrolled in a waiver or State Plan program upon entry into the MFP
demonstration. Thesequalifiedd S NIDA OS & | NE&mdnstrationSétvickate Wv { Q
YEN] SR a W5{ Qo

Big Sky Waiver folndividuals who areElderly orPhysically Disabled

Services QS| DS Unit Rate

Adult Day Health X 15 minutes $2.04

Case Management X 15 minutes $14.45
1 month (based on  $274.97
$8.87/day)

Case Management plus Supported | X 1 month (based on  $531.65

Living Coordination $17.15/day)

Community Supports Services X 15 minutes $5.22

Bonanza Option*

Community Supports Services X 1 mile $0.51

Transportation Miles Bonanza Optio
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Services QS| DS Unit Rate

(Bonanza is the setfirection within

the Big Sky Waiver)*

Community Transitioservices X Service $2,000

Consultative Clinical and Therapeuti{ X Service $350

Services

Consumer Goods and Services X Service or item $500

Bonanza Option*

Day Habilitation X 1 day $74.20

Environmental Accessibility X Service $4,000

Adaptationsg Home Modification

Family Training and Support X 15 minutes $7.86

Financial Management Servioes X 1 month $160

Bonanza Option*

Health and Wellness X Session $175
Adaptive Recreational Therag X Session $55
Exercise Classes X Class $65
HealthClub Membership X 1 Month $65
Hippotherapy X Session $45
Wellness Classes X Session $175

Homemaker X 15 minutes $3.20¢

$4.08

Homemaker Chore X Service $250

Independence Advisay Bonanza X 1 month $160

Option*

Non-Medical Transportation X 1 mile $0.33

1 trip $12.16

Nutrition (Meals) X 1 meal $5.26

Nutrition Classes, Nutritionalist X Session $45.75

Nutrition Counseling, Dietician X Visit $45.75

Occupational Therapy Evaluation X Visit $54.47

Occupational Therapy Group X 15 minutes $12.99

Occupational Therapy Individual X 15 minutes $22.05

Pain and Symptom Management X Session $650
Acupuncture X Session $70
Chiropractic X Session $75
CrainioSacral X Session $70
Hyperbaric Oxygen Therapy | X Session Negotiated
Massage Therapy X Session $70
Mind-Body Therapies (i.e. X Session $125
Hypnosis and Biofeedback)

Specialized Nursing Services| X Session $70
Pain Mitigation X Treatment $650
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Services QS| DS Unit Rate
Counseling/Coaching
Reflexology X Session $70
Personal Assistandgttendant X 15 minutes $4.45¢
AgencyBased $4.96
Personal Assistance Nurse Supervis X 15 minutes $4.45¢
¢ AgencyBased $4.96
Personal Assistance AttendanSelf X 15 minutes $3.68¢
Directed $4.16
Personal Assistance Oversigiself X 15 minutes $3.68¢
Directed $4.16
Personal Assistance Attendant X 1 day $9.74
PERS Rental X 1 month $69
PERS Installation and Testing X Item $100
PERS Purchase X Item $800
Physical TherapyEvaluation X Visit $49.36
Physical Therapy Group X 15 minutes $12.99
Physical TherapyIndividual X 15 minutes $22.05
Post Acute Rehabilitatioq X 1 day $717.09
Community Residential Habilitation
Post Acute Rehabilitatioq X 1 hour $95.61
Comprehensive Day Treatment
Prevocational Services X 1 hour $7.24
Private Duty Nursing LPN X 15 minutes $6.87
Private Duty Nursing RN X 15 minutes $8.14
Registered Nurse Supervision X 15 minutes $11.25
Residential Habilitatiog Assisted X 1 day $70.65
Living Facilities and Adult Foster Ho
Res Halg Residential Hospice X 1 day $80
Res Halg Child Foster Care X 15 minutes $100.80
Res Halg Group Home X 1 day $145.91
Res Halg TBIAR X 1 day $100.80
Respiratory Theraprocedures X 15 minutes $8.14
Respiratory Therapy X Visit $25
RespiteCare X 15 minutes $3.20¢
$4.08
Respite Care Assisted Living and X Day $161.75
Adult Foster Care
Respite Care Hospital X Day $360
Respite Care Nursing Facility X Day Medicaid
rate
Senior Companion X 15 minutes $1.25
Specialized Child Cai@ Children X 15 minutes $5.22
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Services QS| DS Unit Rate
Specialized Medical Equipment and | X Item $2,000
Supplies
Specially Trained Attendant X 15 minutes $5.22
Specially Trained AttendagtLPN X 15 minutes $6.87
Specially Trained AttendagtRN X 15 minutes $8.14
Speech Therapy Evaluation X Visit $114.20
Speech Therapy Group X 15 minutes $18.34
Speech Therapy Individual X 15 minutes $56.05
Supported Employment X 15 minutes $12.12
Supported Living X 1 day $213.20
Vehicle Modification X Service $4,000
Addictive Treatment ServiceSGroup X | Visit $9
Addictive Treatment Services X | 15 minutes $11.25
Individual
Companion Services X | 15 minutes $5.22
Connecting Information Technology X | ltem $800
Purchase
Connecting I'E Set Up X | Service $100
Connecting IT Monthly X | 1 month $58
Connecting I'E Medication X | ltem $900
Management Technology Purchase
Connecting I Monitoring, X | ltem $700
Diagnostic Information Technology
Purchase
Connecting I Monitoring, X | 1 month $150
Diagnostic Informatiofechnology
Monthly
Geographic Factor for Travel X | 1 mile $0.50
MFP Transition Services X | Unit $2,000
Overnight and Enhanced Staffing X | 1 night $40
Peer Mentor/Advocate X | 15 minutes $7
Regional Transition Coordinators X | 1transition $5,000
Transportation Supports Licensing, X | Service $1,650
Insuring, Maintaining
Transportation Supports X | 1trip $12.16
Transportation Vouchers
Transportation Supports Mileage X | 1 mile $0.50
Reimbursement

Waiver for Individualswith Severe Disabling Mental Iliness
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Services QS| DS Unit Rate
Adult Day Health X 15 minutes $2.04
Case Management X 1 day $10.17
Community Transition Services X Service $2,000
Day Habilitation X 1 day $74.20
HabilitationAide X 1 hour $18.08
Health and Wellness X Session $175
Adaptive Recreational Therap X Session $55
Exercise Classes X Class $65
Health Club Membership X 1 Month $65
Hippotherapy X Session $45
Wellness Classes X Session $175
Homemaker X 15 minutes $4.08
Homemaker Chore X Diem $250
lliness Management Recovery X 45-50 minutes $52.63
Nutrition (Meals) X 1 meal $5.26
Nutrition Classes, Nutritionalist X Session $45.75
Nutrition Counseling, Dietician X Visit $45.75
Occupational Therapy Evaluation X Visit $54.47
Occupational Therapy Group X 15 minutes $12.99
Occupational Therapy Individual X 15 minutes $22.05
Pain and Symptom Management X Session $650
Acupuncture X Session $70
Chiropractic X Session $75
CrainioSacral X Session $70
Hyperbaric Oxygen Therapy | X Session Negotiated
Massage Therapy X Session $70
Mind-Body Therapies (i.e. X Session $125
Hypnosis and Biofeedback)
Specialized Nursing Services| X Session $70
Pain Mitigation X Treatment $650
Counseling/Coaching
Reflexology X Session $70
Personal Assistance Attendant X 15 minutes $4.96
1 day $9.74
Personal Assistance Nurse Supervig X 15 minutes $4.96
PERS Rental X 1 month $69
PERS Installation and Testing X Item $100
PERS Purchase X Item $800
Prevocational Services X 1 hour $7.24
Private Duty Nursing LPN X 15 minutes $6.87
Private Duty Nursing RN X 15 minutes $8.14
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Services QS| DS Unit Rate
Psychosocial Consultation (extendeq X 15 minutes $12.92
state plan services)
Registered Nurs8upervision X 15 minutes $11.25
Residential Habilitatioq Assisted X 1 day $71.67
Living Facilities and Adult Foster Ho
Residential Habilitatioq Group Home| X 1 day $145.91
Respiratory Theraplrocedures X 15 minutes $8.14
Respite Care X 15minutes $4.08
Respite Care Assisted Living X Day $158.78
Respite Care Nursing Facility X Day Medicaid
rate
Specialized Medical Equipment and | X Item $2,000
Supplies
Specially Trained Attendant X 15 minutes $5.22
Supported Employment X 15 minutes $12.12
Supported Living X 1 day $213.20
Transportationg Miles X 1 mile $0.33
Transportationg Trip X 1 trip $12.16
Wellness Recovery Action Plan X Registration $142.34
Companion Services X | 15 minutes $5.22
Connecting Information Technology X | ltem $800
Purchase
Connecting I Set Up X | Service $100
Connecting IT Monthly X | 1 month $58
Connecting I Medication X | Item $900
Management Technology Purchase
Connecting I'E Monitoring, X | ltem $700
Diagnostidnformation Technology
Purchase
Connecting I'E Monitoring, X | 1 month $150
Diagnostic Information Technology
Monthly
Geographic Factor for Travel X | 1 mile $0.50
MFP Transition Services X | Unit $2,000
Overnight and Enhanced Staffing X | 1 night $40
Peer Mentor/Advocate X | 15 minutes $7
Regional Transition Coordinators X | 1 transition $5,000
Substance Use Related Disorders X | Visit $9
Group
Substance Use Related Disorders X | 15 minutes $11.25
Counseling; Individual
Transportation Supports Licensing, X | Service $1,650
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Services QS| DS Unit Rate
Insuring, Maintaining
Transportation Supports X | 1 trip $12.16
Transportation Vouchers
Transportation Supports Mileage X | 1 mile $0.50
Reimbursement
Vehicle Modification X | Service $4,000
Waiver for Individualswvith Developmental Disabilities
Services QS| DS Unit Rate
Adaptive Equipment X ltem Actual cost +
admin
Adult Companion X 1 hour $17.90
Adult Foster Support X 1 month $639.5@
$3,973.76
Assisted Living X 1 month Medicaid rate
Board Certified Behavior Analyst | X 1 hour $52.17
Caregiving Training and Support | X 1 hour $46.70
Community Transition Services X Cost $2,000
Day Habilitation X 1 day Staff hrs X
$13.0%%$13.66
+ $6.3¢$7.93
consumer pd
Dietician X 1 hour $56.48
Environmental X ltem Actual cost +
Modification/Adaptive Equipment admin
Individual Goods and Services X Cost Actual cost +
admin
Homemaker X 1 hour $17.90
Livein Caregiver X Cost Varies
Meals X 1 meal $5
Occupational Therapy X 1 hour $80.76
Personal Care X 1 hour $17.90
Personal Supports X 1 hour $17.90
PERS X Cost Actual cost +
admin
Physical Therapy Services X 1 hour $80.76
Private Duty Nursing LPN X 1 hour $27.48
Private Duty Nursing RN X 1 hour $32.56
Psychosocial an@ounseling X 1 hour $56.42
Services
Residential Habilitatioq X 1 day Staff hrs x
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Services QS| DS Unit Rate
Residential Community Home $17.74$25.16
Residential Habilitatioq/ KA f R| X 1 day Staff hrs x
Group Home $20.55%%$21.46
Residential Habilitatioq Supported| X 1 hour $19.94.$27.54
Living 1 month $598.10¢
$897.15
Residential Habilitatiog X 1 hour $19.8%$27.39
Residential Training Supports
Respiratory Therapirocedures X 1 hour $34.29
Respite Care X 1 hour $13.48
1 month Monthly fee +
15%
Respite Care Assisted Living X Day $158.78
Respite Care Nursing Facility X Day Medicaid rate
Speech Therapy Services X 1 hour $56.06
Supported Employment X 1 month $353.0%,
$1,042.22
1 hour, exception $33.62
rate
SupportsBrokerage X 1 hour $25.85
Transportationg Miles X 1 mile State Plan rat¢
Transportationg Week X 1 week $0.803/indiv
$0.4015/group
Transportationg Month X 1 month State Plan rate
WCCM; WaiverF dzy RSR /| X 15 minutes $15.45
Case Management
Addictive Treatment Services X | Visit $9
Group
Addictive Treatment Services X | 15 minutes $11.25
Individual
Companion Services X | 15 minutes $5.22
Connecting Information Technolog X | Item $800
¢ Purchase
Connecting I'E Set Up X | Service $100
Connecting IT Monthly X | 1 month $58
Connecting I Medication X | Item $900
Management Technology Purchas
Connecting I Monitoring, X | Item $700
Diagnostic Information Technology
Purchase
Connecting It Monitoring, X | 1 month $150
Diagnostic Information Technology
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Services QS| DS Unit Rate
Monthly
Geographic Factor for Travel X | 1 mile $0.50
MFP Transition Services X | Unit $2,000
Overnight and Enhanced Staffing X | 1 night $40
Peer Mentor/Advocate X | 15 minutes $7
Regional Transition Coordinators X | 1 transition $5,000
Transportation Supports X | Service $1,650
Licensing, Insuring, Maintaining
Transportation Supports X | 1trip $12.16
Transportation Vouchers
Transportation Supports Mileage X | 1 mile $0.50
Reimbursement
Vehicle Modification X | Service $4,000
State Plan Prograrfor Youth with Severe Emotional Disturbance
Services QS| DS Unit Rate
CoOccurring Services X Visit $123.50
Consultative Clinical and X Consultation $80¢ $120
Therapeutic Services
Crisis Intervention Service X 1 day (cannot $200
exceed 14 days)
Education and Support Services | X Session $75
Family Support Specialist 15 minutes $14
Geographic Factor for Travel X 1 mile $0.50
In-Home Therapy X Visit $110
Non-Medical Transportation X 1 mile $0.33
Peerto-PeerServiceg; to parent X 15 minutes $11
Peerto-PeerServiceg; to youth X 15 minutes $10
Respite Care X 15 minutes $5.32
1 day $200
Specialized Evaluation Services | X Evaluation with Actual cost
consultation ($1,500
cap/enrolimen
t year)
Qupplemental Supportive Service | X Service Actual cost
($1,000
cap/enrolimen
t year)
Wraparound Facilitation X 15 minutes $15
Addictive Treatment Services X | Visit $9
Group
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Services QS| DS Unit Rate
Addictive TreatmenServices; X | 15 minutes $11.25
Individual
Companion Services X | 15 minutes $5.22
Connecting Information X | Item $800
Technology;, Purchase
Connecting IT Set Up X | Service $100
Connecting IT Monthly X | 1 month $58
Connecting I'E Medication X | ltem $900
Management Technology Purchag
Connecting I'E Monitoring, X | Item $700
Diagnostic Information Technolog
Purchase
Connecting I'E Monitoring, X | 1 month $150
Diagnostic Information Technolog
Monthly
Overnight and Enhanced Staffing X | 1 night $40
MFP Transition Services X | Unit $2,000
Peer Mentor/Advocate X | 15 minutes $7.00
Regional Transition Coordinators X | 1 transition $5,000
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B.6 Consumer Supports

az2zyidlylQada acCt RSwWadgl & doNdurieliriefi Paitcpas O i
and their family memberwill be involved in all key MFP processeduding assessment,
care planning, transitioning, supervising and determining the effectiveniessisting
services and supports, and revisingptens of care The trarsitionteam will ensure that
participants have access to the assistance and support that is available tneder t
demonstration including baeldp systems and supports, and supplemental support

services in addition to the usual HCBS package of services

Description of Educational Materials

Theinformational packetdescribed in Section B.&jll containeducational
materials about the procedures for participants to access needed assistance and
supports. All potential participants will receive a copyhid packet, and portions will

also be used for training.

Description of 24Hour Back Up Systems
Participantswill develop 24hour back upsystems with their case management
team. Transition team members will participate in the development of baglkplns,
which must be developed before a consumer transitions to the community. Plans will
vary based on the target population.
1 Clients with developmental disabilitiegransitioning from MDC have 24
hour on callstaffimmediately upon transition As DD cosumers begin

participating in MFP, many will transition to supported living environments,
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which also have 2fiour stafing. Consumers with developmental disabilities
will also develo@4-hour back up plans to ensure participants have
uninterrupted accesto critical services and supports.

1 Youth with SEQransitioning from PRTHgve a crisis pladeveloped upon
discharge home in conjunction with their wraparound tea@risis plans are
individualized and specific to the youth afaimily. The plansre iformed
by a functional behavior assessment inclusivgafth andfamilies. If the
L 'y R2Say Qi ¢ 2iNd. Thisyop@aidn & femndvedfram A &
azyidl yl Qa a Ceffeciv JueeRMLE NJ &

1 Participants withSDMlIdevelop aWellness Recovg Action Plan (WRAP)
with their case management teammhich lays out specifically what a
consumer needs in a crisis. People listed in the plan are notified and have a
copy of the plan A copy of the plan is included in AppenEig.

1 Participants who areelderly or physicallydisabledtransitioning from a
nursing facility wildevelop a backip plan wth their case management team.
In addition, all consumers will haveP&R $0 provide 24hour backup
supportif needed

The 24hour backup plans for dlpopulations will address issues of

transportation, direct service workers, repair, replacement, and loan equipment for

durable medical equipment or adaptive technology, and access to medical care.

Participants with Developmental Disabilities
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Consumersvith developmental disabilities will develop a 24/7 back up plan with
their transition team, including their targeted case manager. These plans will include
three levels of back up:

i) Contracted agency back up

i) Personal support structure

iii) Emergency back up

Clients with developmental disabilities or their families will primarily rely on
contracted agency staff for 24/7 back up. Agencies contracted with the Developmental
Disabilities Program are required to havel®dur staffing. Participants safiirecting
services are able to access these back up services, and specific agencies will be identified
in back up plans.

Consumers with developmental disabilities will also identify one or more
individuals within their personal support structure who may provide baglservices
and supports to them in their back up plans. These individuals should live close to the
participant and be knowledgeable about her/his needs. The case management team
will discuss the plan with the designated bagksupports.

If other options fail, MFP participants will be able to seek help through
emergency response systems. Consumers will also be able to access assistance for
6dza S yS3tSO0Gz yR SELIX2A0FG§A2Y GKNRdJzAK
Child Protective Serws (CPS) phone lineShere is a statewid€P3oll free telephone

number available 24hours a day that receives and triages repoi@ases opened by
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APS or CR&ill be investigated until a safe resolution for the consumer is made. These
toll free numbers are widely published across Biate

All consumers are advised to call 911 in the event of a crisis where health or
safety is in immediate jeopardy.

Particpants who are Elderly, ha\ghysical Disabilitie®r have Severe Disabling Mental
lliness

MFP participants who are elderly, physically disabled, or have $iliMevelop
a 24/7 back up plan with their transition team, including their case managemenigea
These plans are personalized based on consumer needs and supports available to each
consumer, and will generally include four levels of back up:

i) Primary back up support structure

i) Secondary supports and services available through informal support netwo

iii) Personal emergency response system

iv) Emergency back up

Consumers will identify primary bacips for all critical supports and services in
their plans of care. Primary baalps will include provider agencies and individuals who
have been engaged to prale critical, emergency, and baak services and supports.
Montana requires agenelgased providers to ensure continuity of care by providing
coverage for neshows and other unexpected changes in planned service delivery for
critical needs. This provided-Bour back up for direct service workers.

In backup plans, consumers will identify one or more individuals within their

personal support structure who may provide bagk services and supports to them in
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the event that other backips fail. These indivigls should live close to the participant
and be knowledgeable about her/his needs. The case management team will discuss
the plan with the designated baakp supports.
All MFP participants who are elderly, physically disabled, or have SDMI will be
provided a Personal Emergency Response System (PERS). When a participant uses the
emergency button on a PERS, an immediate responder connects to the consumer via a
ALISIF TSN Ayadalrftt SR Ay (GKS AYRAGARIzZ f Qa K2YSo®
guestions, theresponder contacts the appropriate suppart§he consumer provides
names and contact informatioof people to be contacted in the event of PERS
activation when theaunit is installed.When necessary, the responder can also contact
911 on behalf of the idividual.
If other options fail, MFP participants will be able to seek help through
emergency response systems. Consumers will also be able to access assistance for
I 6dza Sz yS3tS0O0Gz yR SELX2A0GF0GA2Y GKNRdIzZIK (K&
opendl by APS or CRdI be investigated until a safe resolution for the consumer is
made. These toll free numbers are widely published acrosSthie
All consumers are advised to call 911 in the event of a crisis where health or

safety is in immediate jquardy.

Participantswith Serious Emotional Disturbance (PRTF)

CKAA LRLMzZFGA2y KIFIAd 0SSy NBYzE&GR FNRBY a2y
June 2016 due to CMS budget reallocatidbfFP participants with SED will develop a

24/7 back uplan with their transition team, including their wraparound facilitators.
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The 24/7 back up plan is included in their crisis plan, which includes the following three
elements:

i) Primary back up support structure

i) Secondary supports and services availabteulgh informal support network

iii) Emergency back up

Consumers, family members, and the wraparound team will identify primary
backups for all critical supports and services in their plans of care. Primaryupack
will include provider agencies and indivads who have been engaged to provide critical,
emergency, and baelp services and supports. Montana requires agelnayed
providers to ensure continuity of care by providing coverage fesimaws and other
unexpected changes in planned service deliverycfaical needs. This provides-Bdur
back up for direct service workers.

In backup plans, consumers and families will identify one or more individuals
within their personal support structure who may provide bagkservices and supports
to them in theevent that other backups fail. These individuals should live close to the
participant and be knowledgeable about her/his needs. The wraparound facilitator will
discuss the plan with the designated bagk supports.

If other options fail, MFP particgmts will be able to seek help through
emergency response systems. Consumers will also be able to access assistance for
I 6dza S yS3tSOGT yR SELX 2A01I (Thepeysali KNR dzZ3K K&

statewideCPSoll free telephone number available Z#burs a day that receives and
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triages reports.Cases opened by CRH be investigated until a safe resolution for the
consumer is made. These toll free numbers are widely published acroSsatee

All consumers are advised to call 911 in the evdra orisis where health or
safety is in immediate jeopardy.

Based on information from the 2012 MFP conference, the State will explore the
possibility of implementing a-800 number to triage 24/7 backup calls. This number
would serve all MFP participants.

Integratedinto the backup planning process is the risk assessment and
mitigation planning The transition team will assess riséseach participant in a
consensus process led by the consumer and famitly involvement fromproviders,
staff, and disbarge planners Each program will use its own risk assessment forms and
mitigation processeswhich are currently in placeThe identifiedrisks and mitigation
approaches will be reflected in the 2¥ur backup plan.

Montana will evaluate the effectiverss of emergency baalp plans througtits
guality management systenilhe State will require consistent reporting from the case
managementeams working with the targeted MFP populatioas well as the agency
andemergency responsieackups This will sipport consistent data to assess the
effectiveness and reliability across the spectrum of approaches and te@hesdata will
inform ongoing quality improvement to baclp plans. These reporting requirements
will be in place before MFP transitions begin.

Transition coordinators and case managers will also monitor individual

LI NGAOALIN yi09z) d@idSYA® o0ICQABIjdzSyd dzal 3S
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service providers and supports are not functioning well, and the plan of care may need

to be modified.

Grievanceand Resolution Procedsr BackUp System Failures

MFP participants can filgrievancesbout the failure of backup systems in
multiple ways. They canl)file grievancewith their provideror case management
agency; 2) call the A (i AAd¥egate 800 numbesr the Departmentor 3)submit
complaints through the Medicaid consumer hotlingll grievancesbout backup
system failures will be integrated into the quality management systéhe State will
monitor providerperformance and idetify program improvement strategies, when
necessay, based on this dataThis quality assurance analysis will occur at the individual
consumer/provider level, as well as using aggregate data to analyze macro trends across
the State.

Members of theindiR dz f Q& GNI yaAdAaAz2y GSIY gAftft | aaAa
process.Participants will be instructed to contact their transiticoordinator, peer
advocate/mentor case manager, or other member of their transition teatmen back
up systems fail These individualgill determine the reason for the problem and
develop, along witlthe participant, improvement strategies to resolve the problem.

Montana will include instructions for reporting 2¢¥bur back up system failures
with the participant information used to supplement thBlFPinformationalpacketonce
a consumer decides to participate in the demonstratidrnis information will also be

available on the MFP webpage.
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Additional Consumer Quality Assurances

In addition to a consum@& plan of carend 24hour backup system planthe
State will also have a risk assessment and ntiigglan and critical incideresponse
system(CIRS{o ensurequality, health, and safety for MFP patrticipants.

Thetransition team develops thask assessment and itngation plan during the
transition assessment process. The assessment cdveatth and medicatonditions,
carggiver and support needs, financial situation, legal issues, hoasiability
linkages with medical and health care providedgntification with thetransitioning
community, and other factors that may adversely affect the welfare safdty of the
participant. Theplan of carewill contain a section devoted to measures tlzaldress
risk factors and a mitigationlan for each peicipant. / 2 y & dzY S Njixdansavill O |
also reflectidentified risks by focusing on service areas or supports deemed particularly
critical or risk prone.

Critical incidentamay include abuse, neglect, exploitation, unexpected
hospitalizations, injuriesnedication errors, or other incidents negatively impacting a
LI- NI A OA LI y (i Qa TrénSitiof dbdtdinhtefR pedidvac8eas/deahtorsand
case managers will educate participants about how to recognize a critical incident and
how torespond. Ead participant will have aeference guide withames and phone
numbersto use in critical incidence€€ach DPHH3CBS waiver and State Plan program

has a CM&pprovedCIRS stfem that will be used by MFP participants.
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B.7 SelfDirection

Montana offerssef-direction opportunities for three of the targeted populations
¢ 1) consumersvho are elderly 2)consumers with physical disabilitieend 3)
consumers with developmental disabilitiast living in a congregate setting he
current selfdirect opportunities will remain the same within théanmunity Choice
PartnershipMFPdemonstration project.During the initial assessment, the transition
GSFY Attt SELX 2NB GKS L34Sy i A-tirect Heithiddi A OA LI y i €
own services.Consumersvho are elderly, physically disabled, or have developmental
disabilities wanting to pursue sedirection will have the current setfirect resources
join their transition teams. This may be an independence adviser (for consumers who
are elderly or physally disabled), or a support broker (for consumers with
developmental disabilities)These individuals will work with the consumer and others
are on the transition team to develop the plan of catdéowever, the State anticipates
that none of thetransitioning consumers with developmental disabilitiesl be eligible
for selfdirection.

az2yildlylrQa .2yFyll 2LIA2Y dzy EoBshhetsKS a2yl y
who areelderlyor physically disabled is@nsumerdirected modelwhere participants
plan anddirect their own care, and are also responsible for budgeting and spending
The provider agency is the legal employer, and the consumer serves as the managing
employer. Oneunique feature of the program is that consumers can pay legally
responsible indiiduals for care up to 40 hours per wedlWlontana offerstraining for

consumers selecting selirectedcare to support them in managing their care
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successfully Participants receive initial training where they are assisted in selecting a

certified indegendence advisor. Consumers will work with independence advisors to

1.

2.

8.

9.

Learn how to successfully salfrect services

Develop a persoftentered Service Plan.

Access waiver services, Medicaid State Plan services, and other needed
medical, social or educati@ahservices regardlesd funding source

Develop, implement, and monitor a monthly spending plan

Identify risks and develop a plan to manage those risks

Develop an indildualized emergency backup plan.

Make allowable purchases and ensure those purchasedisted in the
spending plan.

Negotiate payments for necessarp@allowable goods and services

Work with the financial nanagerto track expenditures.

10. Monitor the provision of the services to ensureetbonsume® health and

welfare.

11.Coordinate with the financial manager to ensure that consumers or personal

representatives budget appropriately to meet their needs as defined in the

service plan.

Corsumers and independence advisamteract routinely witha certified

financial manager, also selected by the consumer. The financial manager will: 1)

complete all necessary payroll and employment forms; 2) report and pay payroll tasks;
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3) monitor and manage the spending plan; 4) cedifyl enroll the independence
advisor; and 5) monitor spending in the services and supports plan.

The waivers and State Plarogramservices that do not explicitly include self
directed services emphasize consumer choice and control throughitiohisive
approach to cas management. MFP will continue and grow consumer control by
having consumers and families as integral components to transition teams. Consumers
and families will have control and choice in the demonstration and supplemental
services compsing their plans of care.

Current sekdirection formsfrom the approved Big Skyaiverare included in

the appendices

Voluntary SelfDirection Termination

Consumerghoosing to selflirect may opt out of this option at any time, and
receiveagencybased services under the traditional model of service delivery.
Consumersvould notify theirindependence advispwho worls with others as
appropriate tocoordinate services and supports to ensure no break in vital services and
a timely revision bthe service plan.The consumer will participate in a planning
meeting to determine precisely what the individual wamiish their resource allocation
in a traditional model of service delivery.

The case manager or independence adwagitirrecord the reason for the return
in the quality management database. The MFP project team will analyze the data and
f 221 TF2N 2LIJ2 NI dzy A (i A HigectidnproghaMdidhoRg&iditeoraly O | y I Qa

training and supports.
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Under no circumstances will ongoing seedade reduced or terminated if an

individual seeks a new provider or a traditional service delivery model.

State Termination of SelDirection

The State will intervenerhen the quality management systeon other source
identifies an instance where the garipant-directed option is not in the best interest of
the consumembecause of a health or safety issue posing an undue risk to the consumer
or others. The team will develop and implement a corrective action paaddress the
presenting issues, includirgglditionaltrainingor change ok persondhuthorized
representative If the prescribed interventions dwt ameliorate the situation, the
consumer will be informed in writing of the plan to transfer to the ttamhal provider
managed service delivery modélhis could occur due to failure to follow sdifect
policies, mismanagement of the individual budget or failure to participate in the
planning of their servicesThe independence adviswiill ensure thatno break in vital
services and a timely revision of the service plan occlihe consumer may appeal this

decision by requesting a fair hearing through beHH%-air Hearing process.

State SeHDirection Goal
[ Saa GKFyYy w32 27T a 2yagpyrinQtely 8%roBwaijet &8 2 I A @S NJ
consumerswith developmental disabilitiespt for selfdirected care. The State believes
that none of theMFP participantsvith developmental disabilitiewill use seHdirection
because of their care needs and the fact thatst, if not all, will reside in congregate

settings. If the two percent rate remainthe same under th&€anmunity Choice
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Partnership MFP demonstration projethat meandive people of the total MFP
population of235 will use selélirection.

Montana would like to see this figuiecreaseto address the growing care gap in
the State. An obstacle to furtheselfdirection expansiomnder the Big Sky Waiver has
been training capacityThe Statewill address thisssueunder theCanmunity Chate
Partnership MFElemonstration projecby implementing a new training approacfihe
MFP project director will conduct an analysis of available training approaches within the
first year of the project.One possibility is the consumdirected training eries from
GKS +20lFGA2y Lt wWSKFEOAfAGEGAZ2Y L ytainidglh dzi S
approach beyond uperson training will support more individuals in successfully self
directing theircarea 2 Y G I y I Qa 3 Pobffthe gadicipdngswhi aré@efierly or
physically disabledelfdirecting their care by 2016The State plans to place further
increase the number of participants sélirecting using the following approaches:

1 Implementing a State Plan option under Community First Choicighwtill
focus on increasing setfirection.

91 DDP is implementing a standalone sgitection waiver for individuals with
developmental disabilities, which should take effect in July 2013. DDP is
planning to further promote seldlirection under this waiver

1 The Senior Long Term Care (SLTC) Division is reevaluating how to proraote self
direction within the Big Sky Waiver for consumers who are elderly or physically

disabled.
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1 The Addictive and Mental Disorders Division (AMDD) plans to putlisetttion

in place by 2016.

Although the SDMI waiver and the 1915(i) State Plan program do not explicitly
have seHdirection at this point, both include significant consumer involvement through
the WRAP and wraparound approaches employed.

Additionally, some SDMI, D&nd Big Sky Waiver consumers not-sklécting
under the waiver do in fact setfirect under the State Plan Personal Assistance Services

program.
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B.8 Quality

DPHHS isesponsible for theversight and evaluation of theanmunity Choice
Partnership MFElemonstration project.The quality management system will bsed
in conjunctionwith the HCB.915cwaivers andl915iState Plaprogramquality
assurances. Montana will also conduct oversight to ensuretinemunity Choie
Partnership MFP demonstratiaromplies with federal assurances and other federal
requirements.

Under current processes, the Departmestaff performsannounced quality
assurance reviews.h& purpose of the review is tansure that optimal services are
being provided to consumers and that program rules and policies are being followed.
Quality assurance results ansedto improve the programs and services atwhfirm
that case management teams are meeting the requiremeftheir contract with the
Department. The quality assuramcreview is divided intéour components:

1. CMS Quality Assurance Performance Measur&sjuarterly report
completed by thecase management teanwhich documents compliance
with federal assuranceand remediation efforts when necessary.

2. Provider Prepared StandardsA documentation process where thase
management teanprovides information to demonstrate compliance with
specific Department standarddhis report is completed prior to the onsite
review at the request of th®epartment staff

3. Ongoing Oversight Review Standard®epartment standardsvhich are

reviewed and addressed on an-going basis.

Montana¢ Money Follows the Person Grant Application 125



4. Performance Review StandardBepartment Performance Standardaghich

are addressed via a riew of records.

1915cWaiver and1915iState PlanProgramintegration

AllMFP paricipants will be enrolled in an HCBS waiver or State ptagram
during theirdemonstration participationand fall within the purview ofjuality
Fd3adz2NF yOS YR AYLNRGSYSy( 196Gdwa@randiods | a RSTA
State Plarprogramapplications.

The MFP projeawill ensure quality of care offered under ti@&mmunity Choice
Partnership MFEemonstration collaboratively witsLTC, AMDD, DSD, and Disability
Transitions, along with BFSDand T8R2 y i I Yy Q&4 aCt RSY2yadNI A2y
memorandum of understanding (MOU) to outline how quality work will be coordinated
across divisions. There will be a designated perseaah of the programs who will
work with the MFP director and assistant director to coordinate around and resolve
quality issues Each program will be responsible for the analysis based on consistent
factors/metrics, and then meet at least quarterly tesduss findings, or more often if
necessary. The State anticipates meetings to be more frequent at the beginning of MFP
implementation.

All programs include either a case management team or a case managékeent
team. These teams in each of the programas will manage quality processes.

1 DDP uses targeted case management

1 SLTC uses case management teams

1 AMDD uses case management teams
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1 CMHB uses wraparound facilitators, who function similarly to case managers
This population has been removed fram2 Y G I Yy Q&4 aCt 06SyOKYIl NJ &
Montana will flag MFP participants in the MMIS to ensure they are included in
the quality sampling process. Additionally, the State will ensure the MFP transition
coordinators are trained in quality processes to retain the curtewel of quality

oversight.

1915h State Plan Amendment, or 1115 Waiver
Montanawill not be using existing 19158tate Plan Amendment, or an 1115

waiverto serve individuals during or after the MFP transition year.

1915cWaiver and1915iState Plan Asgrances

The Quality Improvement System under t@@anmunity Choice Partnership MFP
demonstration is identical to the ones implemented through exisfieg5cwaivers
program Thesemeet CMSassurances regarding:

1 Level of care determinations

9 Service plan decription

1 Identification of qualified HCBS providers for participants being transitioned

1 Health and welfare

1 Administrative authority

Supplemental Demonstration Services Quality Assurances
Montana isnot proposingany supplemental demonstration servis&vithin its

MFP demonstration project.

Montana¢ Money Follows the Person Grant Application 12t



Additional MFP Quality Assurance Requirements

Descriptions othe three additional MFP quality assurance requirementsy
24/7 back up system for critical services, including monitoring of gfulrsess and
effectiveness; 2)isk assessment and mitigation process for all program participants,
including monitoring; and 3) incident management system used to monitor health and
welfare of the MFP participantsack up plang are includedunder the Consunre

Supports sction (B.6) of thimperational protocol.
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B.9 Housing

Housing is one dhe largest obstacles to individuals transitioning to community
settings in Montana. Because of this, tianmunity Choice Partnership MFP
demonstration project i€xpending a sigficant effort to increasehe availability of
affordable, accessible housin@he role of theStatehousing coordinator will be critical
in growing a collaborative relationship with the Department of Commévcgipport

the breadth of work outlined in this area.

Process for Documenting Type of Residences to which Participants Transition

The State housing coordinator will train and work with regionahsition
coordinators toconnect MFP participants with heing in a qualified residence.
Montanadeveloped a checklist for regional transition coordinators to use to verify that
each MFP patrticipant is moving into an MFP gqualified resideRegional transition
coordinators will use a centralized housing regigb assist with placements and track
where each participant moves upon transition.

The State housing coordinatorrissponsible for collaborating with local Public
Housing Agencies, developers, contractors, landlords, congregate living providers, and
DPHHS licensing to populate the centralized registry. This registry will serve as a tool to
identify residential oppominities statewide.Regional transition coordinators may assist
with this local housing work.

Once dransitioncoordinator successfully places an MFP participant, she/he will
record the type of qualified residence and the funding mechanism for that planem

the housing registry. The State housing coordinator and the Department will be able to
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guery the registry to see how many MFP patrticipants live in each type of qualified
residence.
a 2 y U | Gihnf@idity Choice Partnership MFP demonstration projectises
on a wide spectrum of targeted groups coming from varied institutional settings.
Because of thidylontana hasa large number of qualified residences into which MFP
participants nay transition, including:
1. Homesowned, leased, or rented by individgabr families.
2. Apartmentsowned, leased, or rented by individuals or families. Apartments
may include shared service delivery options, public housing, and Housing
Choice Voucher Section 8.
3. Assisted living facilitiesneeting the MFP qualified residenceteria of:
a. Having a lease or leadike agreement
b. Must be an apartmentantaining living, sleeping, bathing, and
cooking areas
c. Having lockable access and egress
d. Not requiring services be provided as a condition of tenancy or from a
specific company for seices available in addition to those included
in the rate
e. Not requiring notification of absences from the facility

f. Having a common practice of aging in place

5 These criteria are subject to change based on CMS regulations.
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g. Not reserving the right to assign apartments or change apartment
assignments

These requirement® 'y 06S Y2RATFTASR (2 &dzLJLJ2 NI

4. DevelopmentalDisabilitiesgroup homeswith four or fewer unrelated
individuals residing together.

5. Adult foster homeswith four or fewer unrelated individuals residing
together.

6. Youth foster homeswith four or fewer unrelated individuals residing
together.

7.1 KAt RNBYy Qa ghodyhamedwith fobrlortfeivés unrelated
individuals residing together.

8. Adult mental healthgroup homeswith four or fewer unrelated individuals
residing together.

9. Adult Intensive Community Based Rehabilitation Homé€BR with four or

fewer unrelated individuals residing together.

Methods to Ensure Sufficient Supply of Qualifie@é$tdences

Existing or planned inventories and/or needs assessments of accessibléoanable
housing

Affordable, accessible housing is one of the largest barriers for institutionalized
consumers to return to community settings in Montana. A large percentage of the
residential settings that have historically been used for transitions in the State do not

meet MFP qualified residence requirements. Individuals transitioning from nursing
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facilities have primarily68%) transitioned into assisted living facilities, with the
remaining33% moving to homes or apartments independently or with family members,
or to adult foster homes.The State modifies approximately homes and apartments
annually to increase accessibility for consumers transitioning feantities Individuals
with developmental disabilities generally transition to Developmental Disabilitmspg
homes or home to families. In Montarmaanyexisting DD group homes have more

than four unrelated people exempting caregivers living together. Very few individuals
with SDMI have transitioned from nursing facilitiedMiDs. ©nsumers that have
transitionedgenerally moved to adult mental health group homes or ICBRs.

While Montana does not have a precise inventory of accessible homes and
apartments,it knows that the supply is limited. Less than 20% of homes in the State
have, as a minimum standd an accessible entran¢8eekins, Traci, Ravesloot, &
Oreskovich, 2010)The Montana Home Choice Coalition and the State of Montana
Independent Living Council Housing Task Force in collaboration with the Rural Institute of
the University of Montana ha/made increasing the supply of accessible housimty
promoting a minimum standardf@ccessibility in all housingsitability an important goal
The Accessibility Ambassadors project has focuseolodh publicly funded housings well
as privately developed housing. Due to their advocacy, the state of Mohiawancome
Housing Tax Credit (LIHTC), Community Development Block Grant (@RB&ME

Programs recently adoptedsitability as their minimum accessibility standardalhfunded

housing.
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The availability of affordable housing is a challes@ggewide Long waiting lists
is the norm for subsidized housing of all types. The Montana Department of Commerce
Housing Choice Voucher program currently has over 10,000 holdsebnthe waiting
list for 6500 plus vouchexthroughout the State; requiring a wait of 24 months or
more. Othef 2 Ol f LJdzof A O K2dzAAy 3 | dziK2NARG&Qa | 2dzaA
the state have similar waiting lists. The wait for a public mapanit depending on unit
size and community is normally a shorter wait of ninenths to a year. Access to
FFF2NRFEOES yR I 0O0SaaArofsS K2dzaAy3a OFNARSE GAF
reservations.Affordable housing iparticularly challenging to finoh eastern Montana,
which has been experiencing a housing shortage because of the recent influx of workers
to the Bakken oil field.
Many developers and landlords do not include accessibility information in their
property listings. A few registries andaseh engines exist to support individuals
searching for affordable, accessible housing, but landlords only partially participate.
This results in these units remaining vacant, which reinforces the misperception that
there is little unmet need for afforddb, accessible units.
a 2 y U | Sfake @Gusing coordinatawill build a centralized housing registry to
document the inventory of affordable, accessiblgits. The housing coordinatauill
work with the Montana Department of Commerce and local Public auauthorities
to create and populate this registry. The State will build onitifi@structure of:

http://mthousingsearch.comiand use the concepts regarding accessibility definition

and searchkability from http://www.socialserve.comfor the registry. The housing
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coordinatorwill conduct regional surveyts determine the current inventory and
occupancy of qualified residences statewatea first step in developirtge registry.

Methods to address identified shortages including plans to coordinateHuitising
Finance Agencies, Public Housing authordies other housing programs

Montana is planning toeinvigorate thework of the Montana Home Choice
Coalition uneér this grant. This coalitidmasoperated for 12 years, bringing together
the affordable housing and disability communities to collaboratively address housing
affordability and accessibility issue$he coalition bngs persons with disabilitieesnd
adwocates togethewith Federal, State, and lodabusing and services programs,
affordable housing andisability nonprofit providers,t&te legislators, and
NBLINSASYGlrGA@Sa 2F azyildlylQa [/ 2yaNBaairzylf F
for al Montanans with disabilities.
The Home Choice Coalition has established working relationships within the
affordable housing and disability communities statewiddecoalition has workedo
create community integrated housing opportunities for persons with disabilities across
the age and ability spectrum addressing housing neelided tohomelessness,
Olmstead housingntegrated community rental housing, amkpanding
homeownership opprtunities.
The oalition and the Montana Independent LigrCouncil Housing Task Force
haveworked closely together to address issues of both affordability and accessihility
the past year, theaalition and Housing Task Fomerkgroup have fosterga regular
YSSUOUAy3 06SGs6SSy GKS | aneteDupadriedd & CanmargeOS > 5t | | {

Housing Division tavork more closely across traditional agency boundaries to better
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address the housing nés of persons with disabilitieend better link serviceto
individualsliving in housing.

This working partnership hascluded working to develop a proposed Housing
Bridge program tase State general funds to pay rental assistance for individuals while
on the waiting list for the Housing Choice Voucher {i8e@). It has alsgupported the
Department of Commerce and DPHHS in submittm§ld Reform Demonstration
Rental Assistance grant application. The application was submittédigast 3 2012.
Montana was notified that the application was successfutebruary 2013.

The State housing coordinator will lead the work to continue and grow these
collaborations under th&lontanaCanmunity Choice Partnership MFP demonstration
project. Montana has the advantage of having one statewide public hoasithgrity
in the Department of Commerce. The statewide public housing authority has 13 agents
distributed around the stateg mainly Human Resource Development Councils (HRDCS)
and Public Housing Authorities. The centralized housing authority will supasier
collaboration with DPHHS and a State housing coordindtoaddition, Montana has 11
other public housing authorities in communities acrtss State, as well as seven tribal
housing authoritiesservia a2 Y i I y I Q& & S@sBryatiosBNA G f yIFGA2yaQ

Specific opportunities fathe housing/DPHHS collaboration to address are
included in the following section.

Methods to address identified shortages including strategies to promote available,
affordable, accessible housing

Recent Accomplishments
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A recent success in Montana was passing a requirerfaerfbtate programs to
adopt visitability for all LIHTCCDBGand HOMEunded housing. Montana Disabilities
and Health Program representativeave educated approximately 8,300 consumers,
builders, architets, policy makers, and other housing stakeholders about visitability as
an alternative for home desigrirhis work will help increase the inventory of housing
that can be lived in or visited by individuals with disabilities.

Additionally, the Montana Hom€hoice Coalition has assisted over 120 persons
with disabilities to become homeowners utilizing new resources such as the Housing
Choice Voucher Section 8 Heawnership option, as well HOMEnded down payment
assistance (as much as $40,000 per housetoold family with a disability), and
advantageous mortgage financing with the Montana Board of Housing (including low
interest Disabled Affordable Accessible Homeownership Program)U&DA Rural
Development. Theaalition has also demonstrated the imgance of housing in
supportingindividuals with severe disabilitiésansitioning fromfacilitiesto community
living. The@  ft AGA2Yy Q& hfYaldSIR LYAGAIGAGBS KI &
opportunities for persongreviously living longerm in Sate-funded facilities
Current Work

The State is working on two initiatives currently that will help increase
availability of affordable, accessible housing:

1. The811 Reform Demonstration Rental Assistance Grapplication if
successful, will bring $2 million in rental assistance to Montanans. The DPHHS/

Commerce workgroup igorking with interested projeecbased housing
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providers to provide housing vouchers with services for extremelyihmame
individuals eligible fothe HCB®ig Skyvaiver and the mental health waivéor
persons with SDMI This funding would increase the number of integrated,
affordable and accessible rental units available to MFP participants. The grant
application was submitted on August 3andMontana was notified in February
2013 that the application was successful
2. Montana has a housing task force working to creat&tae-funded Housing
Bridge Program The Housing Bridge Program would use State general funds to
pay rental assistance for indduals while on the waiting list for the Section 8
Housing Choice Voucher. If the bridge program is fundedwitie &te housing
coordinator will work with local Housing Authorities to also have it coordinate
with local housing voucher programs.
Future Strategies
In addition to the two current initiatives, Montana plans to pursue multiple
additional strategies undehe leadership of the MFRe®e housing coordinator to
increase the availability of affordable, accessible housing. ThepMRRing
stakeholder advisory council defined the approaches listed below to help obtain this
goal. The State housing coordinator will create an action plan to implement these
AGNY GSIASE dzLl2Yy [/ a{Q gl NR 2F (0KS at 3INIyid
to ensure the number of affordable, accessible units available meets the demand

created by MFP transitions.
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1. Providehousing search assistanagthe regionaltransition coordinators will
work individually with MFP participants throughout the proceskoéting and
moving into accssible/affordable housing. The regiom@nsition coordinators,
in conjunction with the State housing coordinats necessaryyill help
participansresolve issues as they aris&hetransition coordinators will also
work with the outreach specialists to ensure potential MFP participants know
about the housing assistance they will receive through@aemunity Choice
Partnership MFP demonstratigroject.

2. Create and populate centralized housing registryhe State housing
coordinator and regional transition coordinatovall work closely with
developers and landlords to develop and populate the housing registry,
incorporating weHldefined accessibility informationThe State will provide
education and technical assistancettelp other housing resources use the
registry.

3.9 RdzOF GS 20Kt {dFGST YR CSRIBNIf 2FFAOAI
supporting the success of MFP patrticipants as they transition. The State housing
coordinator may invite some members of the Montdegislature to join the
Montana Home Choice Coalition.

4. Work with Tribal housing entitie®n each reservatioto analyze the housing
resources, and identify strategies to increase capacity to support tribal members

remaining close to home.
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5. Requestpreference in public housing plarfer people with disabilities and,
within that subgroup, for individuals transitioning frofiexcilities. This can be
done by:

a. Creating a mandate/legislation that MFP participants move quickly to the
head of the line for te Housing Choice Voucher.

b. Commenting in the Section 8 program to request preference for MFP
participants.

c. Advocate for local public housing authorities to prioritize individuals with
disabilities or transitioning from institutions.

6. Increase 504 requiremesstq The State housing coordinator will work with
stakeholders toricrease the percentage of Statequired fully accessible
housing.

7. Obtain homebuyer assistanc® help people with accessibility needs. The State
housing coordinator will work to ensure ha@mwnership is part of the menu for
individuals making transitions.

8. Support modifications to existing structurethrough a funding mechanism. The
housing coordinators can identify creative ways to support housing modification
with local contractors. Farxample, she/he may find volume savings in bulk
ramp system purchases and work with contractors to install these systems at a
low cost. TheBoard of Housingouldbe funded tocreate a low interest housing

modification progranto pay for modifications basl on income eligibility.
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9. Reduce housing discriminatiothrough legislation¢ some landlords do not
want to participate in Section 8 programs. The State of Utah addressed this
discrimination barrier by passing legislation not allowing landlords to
discrimnate based on funding source. The State housing coordinator will look at
pursuing a similar strategy in Montana.

10.Conduct outreach regarding universal design conceptdontanamay reach
out to developers and contractors to promote universal design cots¢8mart
Houses. The State housing coordinator will present at annual contracting
conferences. The barrier to increased implementation of these concepts is cost.
Smart Houses add approximately 30% to the cost of a home. The State housing
coordinator wil analyze means to offsetting that cost or incentivizing this
building approach.

11.Educate developers about accessibiltyMontananeeds to define what
accessibility means and then educate developers, contractors, and landlords
about the issue.Centers fo Independent Livingnd the Housing Task Force can
assist with this education.

12.Enforce accessibility requirementsthe accessibility requirements need to be
enforced to ensure developers are meeting standards.

13. Offer accessibility tax credit§ Montanacan encourage increased accessible
private housing by offering tax credits to developers and property owners,
similartothe{ G I 0 S 2 T enargyefiidiegcy tx&credit. The State housing

coordinator will explore ways to implement this strategy.
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14.Implement TenantBased Rental Assistan¢&@BRAprogramto provide financial
assistance allowing MFP participants subsisting on Supplemental Security
Income (SSI) to pay market rental rates, and remain in the community. Under
the HOME program, tenants woulcy 30% of the rent, and TBRA would cover
the remainder. This will be available to MFP participants after they transition
out of the program into waiver services.

15. Expand State Supplement Prograim support additional affordable/accessible
housing. Montanasupplements SSI payments with State general funds to create
more affordable housing through this prograriheCanmunity Choice
t F NIYSNBKALI aCt RSY 2 \anbuldonithiseprecedentk 2 dza A y 3 &
perhaps through the TBRA program, or through aeotmeans.

16. Address subsidized housing eligibilibpstaclesincluding bad credit, bad rental
history, history of damage in previous rental(s), and criminal records. The
regional transitiorcoordinators will need to be able to workritugh these
issues indiidually. The State housing coordinator naso come up with
universal approaches to create trust with landlords in these situations.

17.Preserve housing for individuals in institutionsMedicaid does not take
property from individuals in a nursing faglior other institution who express a
desire to return home However, additional mechanisms may be implemented
to further preserve housing for individualho are institutionalizedncluding
training of case managesystemwide, early identification, and housing waiting

list placement
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18.Implement State housing trust funth combination with LIHTC and other
funding mechanisms (i.e. taxes on real estate transfers and purchases, State
general fund) to increase supply affordable housing. The State housing
coordinator will work with housing stakeholders to create this fund, and create a
structure prioritizing housing serving transitioning individuals.
19.IncludeK 2 dza Ay 3 AYF2NXIGA2Y 2y (KS®SneSt&LI NI YSy ¢
shop online system, andork with Department of Commerce to include
disability service and eligibility information on Commerce housing websites.
20.Promote smaller group settingwith appropriate services and supports for
consumers who generally need live in larger congregate settings to have their

needs met.
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B.10 Continuity of Care Posbemonstration
All MFP participants will continue to receive the servitey needafter the end
of the demonstration period MontanaCanmunity Choice Partnership MigRrticipants
will receiveHCBS waiver or State Plarogramservices while paitipating in the
demonstration, and these services will continue as participaristhe demonstration.
Consumers will be reassessed as tagly MFPto determine whether they
continue to meet eligibility criteria and tdeterminewhether changes are needed to
their plans of care. Because patrticipants are already on a waiver or State Plan program
there will be no lapse in services for MFRrdonstration participants and a transition
planis notrequiredL ¥ I LJ- NI A OA hdedg deQrdasetivBrdng coursedf O NB
the MFP demonstration and she/he is no longer eligibleafliCBI.915cwaiver
program, a transition coordinator or caseamager will assist the individual in enrolling
in other State Plan services to support continued cdbesability Transition Services will
offer additional supports to individuals seeking employment after they exit the MFP
demonstration project.
Use of ne&v demonstration services will be assessed during the demonstration to
determine the potential for their inclusion in HCBS waivaard State Plaprogramsin

the future.

Managed Care Participants

This is not applicable tdlontana The Stateloes not use a managed care model.

HCBS waiver participants
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MFP participants will transition onto HCBS 1915c¢ waivers at the beginning of
their MFP demonstration period, and this eligibility will continagrovide services to
consumers on waivers as thexit the demonstration.The State does not need to
amend its waivers to create slot capacity. Montana has slot capacity within its existing
waiver authorities to serve the estimated number of MFP participants.

SLTC, DSD, and AMDD will amend waivarstyporate any new demonstration

services successful in meeting consumer needs.

Section 1115 Participants

This is not applicable to Montana.

HCBS State PldProgramParticipants
CMHB will be transitioning youth witBEDonto its 1915iHCBState Plan

programas they enter the MFP demonstratioiY.outh age out of the 1915(i) State Plan

program at age 18, unless enrolled in secondary schéolith who age out during the

365day MFP period will be assessed for eligibility and referred to the otherrelaied

waivers (SDMI, DD, Big Sky Waiver) early iMRBprocess. Those not eligible for

waivers would be able to receive a reduced package of services under Personal

Assistance Services or Community First Choice programs if Medicaid elg@gblecedo

GKAA LRLMZA FdGA2y KI @S 0SSy NBY2@SR FTNRBY az2yidl
Montana will also be developing a Community First Choice (CFC) State Plan

option under the MFP program. Individuals transitioning to HCBS Waiver or State Plan
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programservices will be gqaranteed no disruption in services at the end of their MFP

participation.
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C. Project Administration
DPHHS SLTC is the division responfibl@anaging theviontanaCanmunity
Choice Partnership MRRmonstration project grant The MFP project team adso
responsible fomaintainingrelationships withand overseeing the MFRlated work of
the other divisionspureaus] YR 20 KSNJ 2NBI YAl I GA2ya Ay azylil

in the project.

C.1 Organizational Chart
Because MFP services and suppars modeled on those the target populatisn
will receive in the HCBS waiver or State BRliaogramupon exiting MFP, the division or
bureau responsible for the core services for each target population is jointly responsible
for overseeing the demonstratioior that population. The chart below depicts the high
level organizational responsibilities for the target population groupsrvices to SED
youthwereNBY2 SR FTNRBY a2yl gffectivé June016 6 SY OKY | NJ &

Figure4: Highlevel Responsibility for Target Populations

MFP
Disability, Employment, & SLTC DDP CMHB AMDD
Transitions I I
MR/DD SED Youth Mental
lliness
Physically
Elderly Disabled

The target populatioffocused division or bureau (SLTC, DDP, CMHB, AMDD

Disability, Employment, and Transitigngill be responsible famanaginghe respective
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local service delivery systenThe MFP project director will oversee this work by
analyzing aggregate data to assess overall demonstration project implementation,
operations, and outcomesThe table below outlines the service delivery system per

target population.

Tablel13: Local Service Delivery System per Target Population

Population Service Delivery System

Elderly 1 Case management Byountain Pacific Qualitidealth

i Transition coordination b€enters for Independent LivingAAs,
ADRCsandcasemanagers
Demonstration and supplemental servicesdmyolledproviders
Case management by Mountain Pacific Quality Health
Transition coordination benters for Independent LivingAAs,
ADRCs, and case managers
Demonstration and supplemental servicesdwyolledproviders
MR/DD 1 Case management BDC social workers

i Transition coordination biMDC social workerpossibly supplemented
by Centers for Independent Liviemd ADRCs
Demonstration and supplemental servicesdwyolledproviders
Case management yountain Pacific Quality Health
Transition coordination bZenters for Independent LivingAAs,
ADRCsmental health centerdederally qualified health ceets,
community health clinics, and case management teams
Demonstration and supplemental servicesdwyolledproviders
Care planning by wraparound facilitators
Transitioncoordination byState transition coordinator anttansition
teamincluding CMHB regional staff and PRiBEharge planner
1 Demonstration and supplemental services by provigemolled as

HCBS providers for youth with SED

Disabled

= =4 A

=

Mental
llIness

= =4 A

SED Youth

= —a -

The detailed organizational chart below shows the relationship of the MFP
project and thecollaborating divisions and bureaus with the participéating services.

The chart also demonstrates the relationship of the demonstration project with the
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Branch.
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Figue 5: DetailedMFPDemonstration Project Organizational Chart

Governor

I

DPHHS Director

!

Medicaid Director

!

SLTC Administrator

MFP Implementation I MFP Finance/QA/
Stakeholder o—=o MFP Project Director e——e Communications
Advisory Council I Coordinator
Housing Transition SLTC AMDD DsSD
Coordinator ~ Coordinators: * *
AAAs, ADRCs, | Case
ILCs Managers | gCase
3y Managers DDP CMHB
Qualified Qualified
gCB.S —eService
ervice Providers Case Care
Providers Managers Planners
—eIMDs o
L Nursing Qualified gg:};gsd
Facilities Service Providers
Providers
ICE-MR PRTFs

C.2 Staffing Plan

TheCanmunity Choice Partnership MAProject Directorls A Full Timéosition
The job description for th€anmunity Choice Partnership Mpojectdirector
is included in Appendii5. This position is 100% dedicated to the MFP demonstration

project.

Number and Title of Dedicated Positions
Montana willfill four positionsusing administrative funds from théanmunity
Choice Partnership MRERmonstrationproject:

1. MFPProject Director
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2. MFP Assistant Director
3. StateTransition Coordinator

4. StateHousing Coordinator

Percentage of Timé&r Each Position is Dedicated
Each of the four positions funded throuiFP administrative funds will be
dedicded full time to theMontanaCanmunity Choice Partnership MEBmonstration

project.

Roles and Responsibilities

The responsibilities of the four MFP full time positions are included in the table

below.
Table1l4: MFP Key Staff Rolemd Responsibilities
Role Responsibilities
MFP 1 Oversee MFP work and provide strategic guidance
Project 9 Lead project ommunicationand reportingwith CMS
Director 1 Lead project ommunication with SLTC Administrator and Medicaid
Director
1 Serve asiisonwith other DPHHS divisions/bureaasd oversee MFF
work done via these agencies
1 Managerelationships withfacility provides
1 Managerelationships with individual advocacy/stakeholder groups
beyondCanmunity Choice Partnership MiSRakeholder advisory
coundl
1 Coordinate training work
MFP 1 CoordinateCanmunity Choice Partnership MBRakeholder advisory

Assistant councilwork with contracted facilitator
Director 1 Create MFP financial reports, working with BR&8D MMIS fiscal
agent contractor
1 Create andmplement project communication plan
1 Oversee communication/outreach/marketing/education material
creation
1 Conduct quality assurance ov@ommunity Choice Partnership MFP
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State
Transition
Coordinator

State
Housing
Coordinator

= —a A

=

= =4

demonstration activities

Aggregate data across participant populations and analyze to
determine what is working well and where there is opportunity for
improvement

Defineand implement mitigation strategies for risks and issues joir
with MFP project director

Manage contractors supporting MFP implementation and operatiol
work

Supportother work as requested by MFP project director
Trainlocaltransition coordinators across target population areas
Coordinate referrals statewide ensuring all referrals are centrally
tracked and assigned a regional transitmoordinator

Workwith Statehousing coordinator to suppotbcaltransition
coordinators in connecting participants with housing

Establish relationships and seras liaison with local service providel
communitybased organizationsand other communitgtakeholders
across target population spectrum

Overseeoutreach efforts irfacility settings

Coordinatepeer mentoring/advocacyvith contractors

Workto increase access to needed serviceg.transportationor
employment throughregionaltransition coordinators.
Conductquality assurancever region&transition work and intercede
to improve quality and outcomes as needgrhining, increased
capacity)

Trainlocaltransition coordinatorgo support housing effds

Create and maintain housing registry

Leadstatewide and regionatrategic/system changefforts outlined
in Section 9, Housing, of the operational protocol

Develop and maintain relationships with Department of Commerce
and other housing stakeholders

Lead housing outreach activities

Advocate at local, state, and national levels to increase affordable
accessible housing options for individuals transitioning
Collaboratewith housing organizations and stakeholderslevelop
best practices for transitiang individuals

Work with local housing authorities and other stakeholders to
increase housing supply

Focus on developing providemanaged assisted living that meets M|
qualified housing requirements

Report on housing metrics for MFP demonstration project
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Positions Providing Kind Support

Additional DPHHS staff funded through other sources will support the MFP
project in Montana. These staff members include 81l C Administratos, BFSD
budget analyst, a TSBformation technology analysthe Depatment Public

Information Officer,and the DPHHS Web Designer.

Tablel5: In Kind Staff Roles, Responsibilities, ahithe Dedicated

In-Kind Staff Responsibilities Time Dedicated

SLTC Administrator RepresenMFP 15%
demonstration project to
legislature

BFSD Budget Analyst Support financial reporting 15%

TSD IT Analyst Provide IT oversightand CY201450%
support IT contract CY201%; 2016: 5%
management

DPHHS Web Designer Develop MFP webpage ant CY201425%
maintainwebpage ongoing CY201% 2016: &6

DPHHS Public Information Support communication CY20148%

Officer efforts CY201% 2016: 3%

Additional detail about these positions, including bios and position descriptions,

is available upon request.

Contracted Individuals Supporting the Grant

Montana is planning to @scontractors to supplement MFP project and DPHHS
staff. TheCanmunity Choice Partnership MFP demonstratwili contract with ADRCs,
AAAsCenters for Independent Livingnd Mental Halth Centers to supplement
existing case managers as local MFP transition coordinatarsal transition
coordinators will be responsible for:

1 Assembling the local transition team
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1 Conducting individual outreach

1 Completing required paperwork with MFP paiiants

1 Assessing service needs and risks

1 Conducing options counseling

1 Leadngtransition plan development witkransitionteam

1 Developng 24hour backup planwith transition team

1 Participatingn plan of care development

1 Coordinatingransition services including housing, transportatiangd

employment
1 Educating andrainingconsumes and familieg this may include general
MFP training, employment, blind/visually impaired, deaf/hearing impaired

1 Advocatingor the consumer

1 Followingup with participans post-transition for 312 months

1 Possibly assistgwith transition from MFP to waiver/State Plg@nogram

Montana willcontractwith an organization to conduct Quality of Life surveys
with participants. The contractor will conduct amitial assessment prior to each
LI NG AOALI yiQa NI y a Atiaksiiohzand-ayirhlinseésdidemt-24 Y2 vV (I K &
months after transition.The contractor will use the Mathematica tool and conduct
surveys in person with the participant or a knowledplearepresentative.

The State will@ntract with trainers to create training materials and conduct
training with State staff, contractors, providers, caregivers, consumers, and families.

This will likely be multiple tiners focusing on varied topics.
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Montana will continue to contract with a facilitator for tt@ammunity Choice
Partnership MFBtakeholder advisory couneiieetings and community forums. This
contractor will be responsible faroordinating meetings, creating outreach material,
facilitating sessiog and writing up the results for inclusion on the MFP webpage.

TheCanmunity Choice Partnership MERmonstration project will contract
with a Community First Choi¢€FCanalyst. This individuawill conduct a detailed
analysis to determin@ow to best implement CFCtne State, and develop a
demonstration service based on the proposed approach to be piloted during the MFP
project.

Montana willalsocontract for information technology supporiThe State will
preliminarily contract for a vendor to conduct two alternatives analysese focused
on how toimplement a centralized quality management system and the other to
determine the best approach to automate the CMHB critical incident respsysdem
Montana will use contractors to implement and operate these systems or software
services in addition to implementing enhancements to the SitifiCal incident

response system.

Detailed Staffing Timeline
Thefollowing timelinedepicts when Montanavill hire MFP staff antiring on

contracors to support theCanmunity Choice Partnership MElRmonstration project.
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Figure6: StaffTimeline

Aug 2013
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| May 1 |
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1
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! Mar 15 Apr 15 i
! Contract with Contract with !
: Transition Implementation M
! Coordinators Stakeholder Advisory |
' .

Council Facilitator

Montana plans to hire its MFP project directggon CMS preliminary approval of
the operational protocol.The project director will oversee refinement of the

operational protool and lead all subsequent hiriggnd contracting decisions.

Entity Responsible for Staff Performance Assessment

SLTC is responsilite assessing staff performance.

C.3 Billing and Reimbursement Procedures

Montana uses the MMIS claims processing systemntme Agency Wide
Accounty 3 / £ ASYy (G {@adSyY o! 2! / {fouekfytbafpartcipamts Qa Of | A
are Medcaid eligibleon the date of service delivery. Montana will oaljow claims to
0S LI AR F2NJ ASNIAOSE LINPJDARSRIMFROIKAY Yy AYRA
participants will be flaggeoh the MMIS and AWACS to support proper billing and
oversight processes

The State provides financial oversight to assure that claim coding and payment

are in line with the waiver or State Plan program reimbursement methodol&gyd
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claims reports will be run quarterly onore often & needed These reports will depict
the services utilized, the number of consumers using each service and the total dollar
amount paid for each servicdn addition, case management teams and financial
managers will submit quarterly utilization reports to the state documenting
expenditures by serviceCase managers and financial managers are required to prior
authorize waiver serviceslhey inform the MMIS or AWACS of the allowed services and
the numbe of units or dollar amount for which providers are permitted to bill for each
recipient. The Audit and Compliance Bureau will conduct financial audits upon request
of the managing division or bureau.

Claims that do not have the appropriate procedure esdnd/or rates are
denied by the systemClaims that are suspended because of Medicaid eligibility are
forwarded to the Department for review and actio@epending upon the number and
reasons for denials training will be made available to providersbyiscal agent or the
Department. State staff will always assist providers who encounter ongoing problems
with the billing system.

In instances in which claims are paid that should not have been, providensl
be asked to reimburse the Departmerif.the provider fails to do so, the amount owed
would be taken out of future claims submitted.

BillingprocesseR A NBEOGf & FNRBY LINPJARSNER (2 (KS
systems.For all seldirected serviceghe provider billinglows from the provider
through the Fiscal Management Services ty(fMSE) and then to the MMIS or AWACS

for payment.
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MMIS and AWACS verify recipient eligibility for Medicaid and the waivBtate
Plan program Case management teams or financial managers prior authorize all
seh 0Sa Ay GKS 02 yedyBiotBuihorizatidns/arezsdmitied tdBhed
a0l G4SQa TAaChsé mahagérsSdcdive Ranthldilieation reports from
providers documenting units of service providethese are compared to individual
sevice plans, compiled and forwarded to the managing progrdimere the data is
tabulated and further compared to paid claims data from MMIS or AWACS.

Financial managers operate as limited fiscal agents and make payfoent
consumesin the participant diected option. Fiscal managers submit claims to
Medicaid for payment and monitor expenditureQuarterly utilization reports are

reviewed by the Medicaid agency.
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D. Evaluation
Montana will notbe conducting its own evaluation of tli&mmunity Choice

PartnershipMFPdemonstration project, and instead will rely on CMS for these services.
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E. Budget

Budget information is included in the budget narratigentained in a separate
document. Montana included its MFP budget worksheet as pasate attachment with

the budget narrative.
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Attachment 1:Risk Assessmest
The following tools are currently used by tHEBS waivers and State Plan
program, in which the MFparticipants will be enrolled. These assessment tools will be

used in theMFP demonstration program.

1.1 Risk Prevention Assessment From for Individuals Who Are Elderly or
Physically Disabled

/| 2y adzySNRa bl YSY
Medicaid Number:
Case Manager:
Consider normal and unusual risks in each area and discuss preventative
measues, as well as strengths and assets you have to address the issue. The Senior and
Long Term Care (SLTC) Division values the balancing of rights and risks. The SLTC Division

requires the HCBS waiver consumer and his/her planning team to make good choices in

implementing reasonable safety and prevention measures. The risk assessment should

be summarized in the Risk Agreement and attached to service plan.

List specific How do you | What can be | Who can help| What How can
risks evaluate the | done to you with support your
risk? (high, prevent these | preventive services can service
medium, low) | risks? What measures? help you plan help
Have you strengths and reduce the | reduce this
weighed the | assets do you risk? risk?
risk to have to help
possibie with
outcomes? prevention?
Home
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List specific How do you | What can be | Who can help| What How can
risks evaluate the | done to you with support your
risk? (high, prevent these | preventive services can service
medium, low) | risks? What measures? help you plan help
Have you strengths and reduce the | reduce this
weighed the | assets do you risk? risk?
risk to have to help
possile with
outcomes? prevention?
Leisure
Community
Health
Work/School
Other
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1.2 Risk Negotiation Process for Individuals Who Are Elderly or Physically
Disabled
PURPOSE

HCBS providers shalipport consumers in consumelirection to the maximum
extent possible and assist them in decisioaking through informed consent. Waiver
ASNIAOS LINPJARSNE aKIFff &dzZJLR2 NI | O2yadzySNIR3
actions or decisions endanger timselves or others. Under HCBS, states are required to
ensure consumers are protected from abuse, neglect and exploitation and get
appropriate assistance and intervention if their choices jeopardize their health and
welfare.

Consumers capable of makingdnhed choices have the right to decide the
types and amount of services they receive. Consumers have the right to receive services
under conditions of acceptable risk in which they assume the risks associated with
decisions made under conditions of infoeohconsent.

To help identify risks and possible preventive measures, the consumer and case
management team may choose to complete the Risk Prevention Assessment Form in
HCBS 89929a.

If there are risks that a consumer wishes to take knowingly and infanmed
way, and those risks are acceptable to the case management team in terms of health
and welfare assurance, the CMT should complete a Risk Negotiation assessment and
tool. The Risk Negotiation tool is used by the CMT to assess risk and takes into

CoOmiARSNI GA2Yy GKS O2yadzYySNRa LINSFSNByOSa | yR
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to resolve issues that create risk for consumers and may lead to denial or termination of
services.

If the CMT cannot assure health and welfare based on the results oisthe
negotiation process and tool (e.g. the CMT determines that the risk is unacceptable) the
CMT must contact the Regional Program Officer to discuss whether discharge from

HCBS is appropriate.

PROCESS

LT GKS /a¢ ARSYUGATASA | aArlddz A2y o6KAOK
risk, the CMT should meet with the consumer, their legal representative (if applicable)
and other appropriate family, friends and support staff to complete the Risk Negatiatio
tool. (See HCBS 829) In all circumstances, the CMT should work with the consumer
to discuss service options to resolve or reduce the risk and ensure the consumer
understands the potential consequences of his/her choices.

Whenever a Risk Negotiati tool is completed, CMTs must document that the
consumer meets capacity and is able to make an informed choice. If the CMT questions
whether a consumer meets capacity a referral to APS, a Mental Health professional or
0KS O2yadzySNDa dn& should ke madeNdheld detBrimigeaadpacity.

If the risk identified by the CMT puts the consumer or support staff in immediate
or imminent danger, the CMT should contact the appropriate agency as appropriate e.g.

law enforcement, county health officigbublic health, mental health crisis response
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team. If the risk identified relates to suspected abuse, neglect or exploitation, an APS
referral must be made
CMTs should take into account the following when caatipg the Risk

Negotiation tool:

A Have the ptential risks/benefits been weighed?

A What can be done differently to prevent these risks?

A What strengths/resources does the consumer have toward prevention?

A Who can help the consumer with prevention?

A What supports or services (formal or informal) wouaichimize the risks?

A Who can provide the supports?

Ly Fff OFasSa (GKS /a¢ akKz2dZ R 1SSL) GKS F2ff
chart
A Documentation of consumer capacity and understanding of the
consequences/risks of their informed choices.
A Documentationof all the services and supports offered and the specific
interventions tried by the CMT (formal & informal).
A Documentation of the specific needs not being met.

A Recommendations and reasons why the needs cannot be met.

If the consumer does notagreewithK S / a ¢ Qa Faa4SaavyYSyid | yRk?2

agreeto the recommended services in the Service Plan, and the CMT believes the
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O2yadzYSNDa OK2AO0S O2yiGAydzSa (G2 2S2L) NRAT S K&
the Regional Program Officer for a discussion aboutiedecorrective action and/or

possible termination from HCBS.

1.3Risk Negotiation Agreement Form for Individuals Who Are Elderly or
Physically Disabled

Date:
Consumer:
Medicaid ID #:

Section15 SAONR LG A2Y 2F (KS O2yadzYSNNa ySSRAZI Ay

Section 2Description of the services that can be provided:

Section 3Description of the potential risk to the consumer:

Section 4:

C Support service options (including nursing home services) have been
explained to the consumer

C The consumer understands and acceptsitis&s associated with his/her
current Plan of Care
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C ¢tKS O2yadzYSNRa KSIfGdK FyR ¢gStTFINBS OFyy
HCBS waiver will be implemented.

C The consumer does not have a guardian and has not been declared
incompetent.
Consumer:
Signature Date

HCBS Case Manager:
Signature Date

Regional Program Officer:
Signature Date

HCBS Program Manager:
Signature Date

1.4 RiskPrevention,Assessmentand ManagementPlanfor Individuals with
Severe Disabling Mental lliness

You have the right to decide about risks in your life. One of your responsibilities
in the HCBSVaiver is to identify potential risks to your health and safety, discuss them
with your Case Management Team (CMT), and plan support services in your Pda@ of C
(POC) to guard against those risks. As you develop your POC, consider some risk factors
in your life and think about ways you can use your POC to lessen those risks. Following
are examples of risks to consider:

T ! 62N] SN 6K2 R2 S yWwaicanZlio@sé to dekdlopNSoBmzor | NI
GKSY (KS @g2NJ SN R2Sa y2i akKz2g dzLJ 2N OK2 2 3

day.

Montana¢ Money Follows the Person Grant Application 164



1 A significant person in your life is capable of abuse, neglect, or exploitation.

Unsafe living conditions, inadequate medicaligoment, fire, and safety hazards,

etc.

1 Personal habits, i.e., smoking (when smoking creates a risk), substance abuse,

gambling/financial mismanagement, refusing critical services.

1 Increased health risks due to your disability.

If you ignore certain rigkthat may affect your health and safety while

participating in the SDMI HCBS program, your CMT will ask you to complete and sign a

Risk Negotiation Agreement Form. See SDMI 915b.

List specific How do you | What can be | Who can help| What How can
risks evaluate the | done to you with support your
risk? (high, prevent these | preventive services can service
medium, low) | risks? What measures? help you plan help
Haveyou strengths and reduce the | reduce this
weighed the | assets do you risk? risk?
risk to have to help
possible with
outcomes? prevention?
Home
Leisure
Community
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List specific
risks

How do you
evaluate the
risk? (high,
medium, low)
Haveyou
weighed the
risk to
possible
outcomes?

What can be
done to
prevent these
risks? What
strengths and
assets do you
have to help
with
prevention?

Who can help
you with
preventive
measures?

What
support
services can
help you
reduce the
risk?

How can
your
service
plan help
reduce this
risk?

Health

Work/School

Other

1.5RiskNegotiation Process and Agreement for Individuals with Severe
DisablingMental lllness

SDMI HCBfoviders and staff shall support consumers in consutiegction to

the maximum extent possible and assist them in decisi@king through informed

consent. Case Managers and Community Program Officers and other service grovider

akKltft
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Consumers capable of making informed choices have the right to decide the
types andamount of services they receive. You have the right to receive services under
conditions of acceptable risk in which you assume the risks associated with decisions
you make under conditions of informed consent.

However, If you ignore certain risks that ynaffect your health and safety while
participating in the SDMI HCBS waiver program, Case Management Team (CMT) or
Department will ask you to complete and sign a Risk Negotiation Agreement Form,
which will be sent to the Community Program Officer (CPOefoew. The consumer
receives copies of the form.

The Risk Negotiation Agreement Form will be completed when:
1 The CMT or Department has identified a risk and
1 The consumer understands the consequences of his/her decisions but is still at
significant rsk of harm.

The CPO will review the risk and present other services or actions that may
reduce the risk. If you refuse other services or actions, or significant risk of harm
remains, the CMT will offer to initiate a Risk Negotiation Agreement with you. The
written Risk Negotiation Agreement includes:

1 Adescription of your needs, including those that cannot be met;

1 Adescription of the services that can be provided;

1 Adescription of the potential risks to you;

1 Astatement that other service options (includimursing home services)

have been explained to you and that you understand and accept the risks;
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9 Signatues of the consumer, CMT and CPO.

Date:
Consumer:
Medicaid ID #

Section15 SAONR LIGA2Y 2F (KS O2yadzYSNDa

Section 2Description of the services that can be provided:

Section 3Description of the potential risk to the consumer:

Section 4:

C The consumer and CMT have developed a Risk Prevention, Assessment
and Management Plan
Date of Plan
Date of Reassessment
Outcome ofPlan to Date:

C Support service options (including nursing home services) have been
explained to the consumer

C The consumer understands and accepts the ressociated with his/her

current Plan of Care
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Consumer:
Signature

HCBS Case Manager:
Signature

Signature

Date

Date
Regional Program Officer:

Date
HCBS Program Manager:

Date

Signature

1.6 Community Placement Profile Including Risk Assessment for Individuals
with Developmental Disabilities

Case Manager:

Phone:

Date Completed:

Lb5L+L5! ! [ Qf

SOCIAL SECURITY NUMBER:

LbChwa! ¢Lhb

ADDRESS:
PHONE

Updated:
DOB:
SEX: Primary Disability
HEIGHT: with Diagnostic
WEIGHT: Codes:

MARTIAL STATUS:

Secondary Disabilitieg
with Diagnostic
Codes:

SPOUSE NAME: N/A

PRIMARY DOCTOR:

LEGAL Dentist:
GUARDIAN/ADDRES

RELATIONSHIP TO OTHER MEDICAL Name:
PERSON: Phone:
TELEPHONE: Hospital Preference:

MEDICAID NUMBER

INSURANCE
NAME/ADDRESS:
GROUP #:
POLICY #:
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MEDICARE NUMBER

BURIAL FUND:
YES NO

TRUST FUND:
YES NO

LIFE INSURANCE:
YES NO

Referral Source
Family and Significant Others to ClienPinority of Emergency Contact:

NAME RELATIONSHIP ADDRESS PHONE

Family Interest () Strong Interest () No Contact ( ) Some Interest ( ) No

Financial (check those that apply)

RECEIVES &
TYPE AMOUNT HAS APPLIED FOR DENIED
Medicaid
Social Security $ monthly
SSl $ monthly
Medically Needy

Name of Payee:
Current Services and Supports and/or Educational/Vocational Status:
Services Desired:

Check here if serious maladaptive behaviors:
Check here if significant medical concerns:

Special Aids or Equipment Uséidany of the following are used/needed, indicate by X

Walker Hearing Aid Artificial Limbs

Cane Special Bed lleostomy Head Protective
Equipment Device

Crutches Special Chair Colostomy Positioning
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Equipment Equipment
Brace Feeding Tube Gastrostomy Communication
Splint Equipment Aid
Glasses Catheter Belly Board Special Eating
(Bladder) Utensils
Dentures Electric Orthopedic Other (specify):
Wheelchair Shoes Orthocart/Bathin
g Sling

Social Information:

1.

Describe where the individual was born and spent formative years, and when
family and doctor first noted the primary/secondary disability. Describe any
significant events that have occurredhis/her life.

List education, special education, and related services provided to the individual,
including all residential placements outside the family home with dates of
placements.

List other agencies in which the person is or has been involvece(diand past)
with the phone number and name of a contact person for each agency.

What would be the best living arrangement for this person? Include number of
housemates, preferred characteristics of housemates and staff, and type and
frequency of supervision.

What geographical area do the person and/or family members prefer? hire t
2L NI dzyAGASE (2 Fdz FAEE GKS LISNBR2Y QA

P2 C

t NEPGARS AYF2NXNIGAZ2Y | 02dzi 6K2 A& AYLRNIIY

opportunities for contact in the new living arrangement?

Medical Information

Significant Medical History

Medications List the medications the individual receives and reason: As of

Medication Reason

Montana¢ Money Follows the Person Grant Application 171



7. Describe the current medical status and history for the individual including:
allergies, medical/dental limitations, recent hospitalizations and surgeries, the
need for invasive procedures, high blood pressure, etc.

8. 5SAa0ONAROS (KS LiSahdheay Dathdy dekd gladses orlother 4 S S
adaptive equipment? Are hearing aids used? Does person use sign language to
communicate? Do caregivers need specialized training in order to enhance the
LISNBE2Y Q4 fAGAY3I | NNIFyaASYSyilkK

9. Describe the current statusfo G KS LISNAR2y Qa RSydGlrf FyR 2N
the last dental visit?

10. Describe how often the individual needs medical/mental health services.

11. Does this person have any serious health concerns that need fairly constant
medical monitoring?

Communication Methods and Environmental Concerns:

12 LftdzZaAGNI OGS GKS LISNE2Y Qaverbahowdzgsath® G A2y Y S
person interact with others?

13. How does the person move in his/her environment? What adaptive equipment
is needed? List any envitmental adaptation and/or assistance required,
including toilet use needs, adaptive commode, etc. Will staff need training to
better assist the person in their new environment?

14.  Describe individual characteristics of the person including such things as
preferred learning style, unique sense of humor, long/skertn retention, and
reading/writing skills.

15. Does the person have a need for an adaptive bathtub instead of a shower due to
hygienic, medical need, or personal preference?

Mealtime Considerations
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16. Mealtime patterns and nutritional status including: special diets, positioning
during mealtime and adaptive equipment needed.

17. Does the person need extra time to finish eating (up to one hour)? Are there any
other issues important to help the stadhd the person to make mealtime more
relaxed?

Behavioral Supports Needed:

18. Issues specific to the person that will need to be addressed in planning for the
move to the new community?

19. What type and frequency of supervision will be necessary to keepe¢hson
safe in the community?

20. lllustrate the security features or adaptations that are necessary in the living
environment for safety of the person and the community.

21. What type of supports will be needed? Include behavioral, psychiatric,
counseling, tke need for monitoring, and any anticipated adjustment issues.

22.  Describe the areas of vulnerability and risk to the individual (sexual, financial,
safety, etc.).

23. Is there a potential that the individual will abuse others or engage in illegal acts?
Explain

24.  Describe in detail serious and minor problem behaviors that the individual
currently exhibits or has exhibited in past.

Training and Skills Development:

25.  Describe vocational interests and employment history of the individual (time on
task without sugrvision, response to supervision, etc.).

26. Does the person have salére skills (eating, dressing, personal hygiene, etc.)?
27. Is the person able to monitor his or her own diet or exercise program?

28.  Can the person monitor his or her own health managamacluding sel
medication and sex education?

29.  List future goals, plans, and/or dreams that this individual has.
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30.

31.

List hobbies, other leisure time activities, as well as social and recreation
activities in which the person likes to participate given dgpgportunity to plan
his/her free time.

List any environmental, cultural, spiritual, or other factors important to assisting
the individual in a placement.

Support Programs:

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

Would the person benefit from speech/language therapy?
Occupational therapy?

Physical therapy?

Psychological counseling?

Is there adaptive equipment the person could be utilizing?

5Sa0ONARO6S (KS LISNER2YyQa GNIyaLR2NIlFGAz2y
when transporting?

Would the person benefit from supported employmeorta day treatment

program? What are his or her limitations in regard to these services (rest breaks,
less than 8 hours, etc.)?

Will the person need durable medical equipment and/or communication
devices?

Provide the case manager's assessment concefniKgS A Y RA @A Rdzl f Q&
(frequency of contacts, intensity, etc.) for case management services

Is there any other information that you would like to add about this client?
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1.7 Risk Assessment for Youth with Serious Emotional Disturbance

Domain/ discusion guide

Assessment

Family and Culture Who is the family by
their definition? How do they communicate
respond and make rules? What are the
family roles? Is there a cultural theme the
family relates to? Are there serious unmet
needs for any family member thampairs
Fdzy O A2y Ay3IK ! NB (K
YSY0oSNAQK

Strengths:
Needs:

Comments:

Social, Friends, Fun What are things the
family enjoys doing? Who do they socializ
with? What, if anything, do they do ffun?
Are their special friendships that support th
family? What holidays or events are
important to the family? What are their
beliefs about how the fit into their
community?

Strengths:
Needs:

Comments:

Residence/Neighborhood Do the current
livingk NNJ y3SYSyGa YSSi
needs? Does the neighborhood feel safe t
the family and allow the possibility to be
outside the home? Are there any difficultie
with the current living situation? Who in th
neighborhood helps the family out? Do all
family members have adequate personal
space?

Strengths:
Needs:

Comments:

Financial Is the family able to meet their
basic needs? Are they eligible for support
under other systems? Who in the family ig
employed? Can the family meet their
monthly fnancial obligations? Are there
large, outstanding bills?

Strengths:
Needs:

Comments:

Vocational Do older children have access
to employment opportunities? What skills
give them a sense of accomplishment? W
is working in the home? Does the family
have skills they want to develop to increas
vocational opportunities? Are the children
involved in daily living skibuilding at school
church, or in any setting? Are there specig
vocational needs for the youth ?

Strengths:
Needs:

Comments:
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Education What will it take to ensure a
viable education for the identified client?

Strengths:

For what sor of future are they being Needs:

prepared? Are their rights intact? What

was the best school year for the client and| Commeaents:

what was good about it? How could

educational support be improved? What

skills does the youth need to learn best?

Legal Are any family members involved in| Strengths:

the judicial system, on probation or on

parole? Are there issues around custody?| Needs:
Comments:

Medical Are health care needs met? Doe| Strengths:

the family have access to specializaddical

services they might need? Does the Needs:

identified client or any family member neeg

medication management for and general | Comments:

health or mental health issues? Does

transportation to medical care exist? Whi

is the health status of all family members a

this time?

Spiritual. Does the family or any member { Strengths:

the family belong to a faith community of

any kind? What does that look like? Do g Needs:

family members attend faith community

group meetings? Do they attend special | Comments:

gatherings on any holidays?

Behavioral/Emotional/Psychological What | Strengths:

are the unmet needs of the referred youth

these areas? What are the unmet needs of Needs:

any family members in these areas? Are

there unresolved issues thahpede normal | Comments:

interactions within the family or community
2 K R2Sa GKS FF YA
how do they deal with it? Who supports th
family with struggles (professional and
socially)? How do they do so? What is the

@ 2dzil KQA& @inililNBejf sy8szand inL.
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GKSANI FIFYAf&Qak 2 K
family currently have?

Safety/Crisis Is everyone in the family Strengths:
currently safe? Is there any potential
danger to the family or community? Needs:

DescribetheF I YA f @8 Qa WONMR &

firearms and medications sted safely. Comments:

What strengths doethe family use to
resolve safety concerns?

CKA& LRLMzZ I GA2y KlFa 06SSy
effective June016
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Attachment 2: OtherAssessment Tools
The State will tailor the Nursing Home Transition Needs Survey included in the
YEydz- €5 a! ./ & 2F bdzNBRBAY3I 12YS ¢NIYAAGA2YY |y
CFrOATfAGI G2NRZ¢ G2 Y Sof doordirtatgrs wilfuse@is togl BS R & @ ¢ NI
addition to the level of care assessment tool currently used in the Sttmtana
opted to not modify the Brief MASAssessment todb screen for alcohol/substance
abuse and other addictive disorder$nstead, itrained statewide case management
teams and providers1 2016to use the SAMHSA website that includes multiple
screening tools as appropriate and as approved in coordination with the provider
agency.Copies of the Nursing Home Transition Needs Surveyettet of care

assessment form, and the Brief MAST assessment are attached.

2.1 Nursing Home Transition Needs Survey

Developed for Independence First by Julie Alexander, Independent Living Coordinator
and Advocate

Transition Services

1. Do you feel that you are able to direct and manage your own care?
1 Have you previously managed your own care?
1 When and how long?

2. Which agencies, if any, have you chosen to assist you in this transition into the
community?

3. Have you selected ampany for home care supplies if needed? Please provide name
and phone number:

Housing Services
1. Have you obtained a housing list from an Independent Living Coordinator?

2. Have you placed your name on a waiting list for a housing complex in which you
would like to reside?
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3. Do you need accessible housing?

4. Do you have funds to pay for housing?

5. Are you being evicted from your current living situation? If so, when?
6. What is your target date for moving?

7. What is the date of your lease?

8. Have you reviewed youease?

9. What is the date housing was secured?

10.What date was the security deposit paid and rent paid?

11.What date is the move scheduled for?

12.What is the date you pick up your keys?

13.1f needed, are duplicate key(s) and/or key cards made and obtained?

Utility Services
1. Have you scheduled an appointment for your telephone service to be installed?

2. Have you scheduled an appointment for your electricity to be turned on?
3. Have you scheduled an appointment for your gas service to be installed?
4. If you want cabléelevision, have you made an appointment for installation?
5. Have you requested that the Post Office change your address?
Funding Resources
1. Do you think that you will need Community Options Program (COP) funding or Title
19 assistance as you dewsth independent living issues?
1 If so, have you applied for these funds?
1 Are you on a waiting list for COP or Title 19?
1 When will you receive COP or Title 19?
2. If you have Title 19 funding, have you checked into whether or not this nursing

home Titlel9 can be transferred to independent living Title 19?
1 Have you initiated such a transfer?
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1 What is the name and phone number of the Social Worker assisting you with this
transfer

3. Will you be eligible for Veteran's Services?

4. Have you checked into the @ress of the transfer of SSI/SSDI income from the
nursing home to the community?
1 Have you started the process of this transfer?

Personal Health Needs
1. Do you have your physician's approval for nursing home transition? Check any of the
following activities you need assistance with:
1 Bathing in tub
1 Bathing in bed
1 Sponge bath

2. Do you need assistance with dressing? Check all that apply:
1 Lower extremities
1 Upper extremities
1 No assistance needed

3. Do you need assistance with toileting? Check all that apply:
1 With pads
1 Getting on and off the commode
1 No assistance needed

4. Do you need assistance with bowel care? Check all that apply:
1 Suppositories
1 Laxatives
1 Other
1 No assistance needed

5. Do you need assistance with bladder care? Check all that apply:
1 Catheter
M Urinal
1 Other
1 No assistance needed

6. Do you need assistance eating? Check all that apply:
1 Feeding
1 Setup
1 Cutting Food
1 Clean up
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7.

1 Meal preparation

Do you need assistance with housekeeping? Check all that apply:
Dusting

Mopping

Vacuuming

General cleaning

Other

No assistance needed

= =4 -8 48 -8 -

Do you need assistance transferring from one place to another? Check all that apply:
Hoyer lift

Pivot lift

Need forworker to assist with equipment

Other

No assistance needed

= =4 =4 4 A

Provide the names and phone numbers of supportive family members, friends or
community advocates.

Personal Care Assistance Services

1.

Do you need personal care assistance? If so, have youtaated:
PAS at IndependenceFirst

1 MA Program

1 Attendant Referral Program

Have you scheduled a needs assessment by these programs?
1 PAS at IndependenceFirst assessment
1 MA assessment

1 Attendant Referral Program assessment
1 COP worker assessment

What is the dée assessments will be completed?
What is the target date for funding to be secured?
Have you recruited attendants and back up attendants?

Have you hired attendants?

. Have you been orientated to the employer or employee manager role?

Have you made sure your attendant worker has received training and certification?
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9. What is the date of certification?

Assistive Technology/Devices Services
1. Do you need assistive technology or devices to assist you with your independent
living needs?

2. Do you know what types of technology or devices you might like to use?
3. Would you like an assistive technology assessment?

4. If assistive technology/devices are required, have you ordered these pieces of
equipment?

5. Have you worked out a plan payment for this equipment?
1 Do you need funding assistance to purchase this equipment?

6. Have you worked out delivery plan for the equipment?
7. Do you need assistance in learning how to use the technology/devices or equipment?

Medical Services

1. Will your doctor follow you into the community?
1 If not, have you identified another doctor who is willing to accept you?
1 Have you scheduled an appointment within two weeks of transition?

2. What is the name and phone number of the pharmacy you havetselec
1 Does the pharmacy deliver?

3. Will your doctor write a prescription for a @&y supply to meet your medication
needs during transition?

Furnishings for Your New Home

1. Have you completed the attached transition checklist detailing what possesgions
have and what possessions you will need to purchase before transition takes place?
1 Do you have money to make such purchases?
1 Are you aware of places which may donate furnishings?

2. Have you coordinated your move?
1 Do you need assistance moving?
1 Do ya need assistance setting up?

Budgeting/Money Management Services
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1. Have you established a monthly budget?
1 Do you need assistance with this task?
1 Have you written a "trial budget?"
1 Do you need training in the areas of budgeting and money management?

2. Do you need to make arrangements for direct deposit of your income at a bank?

3. Have you established a bank account?
1 Checking
i Savings

4. Do you need a payee?
5. Do you need to apply for additional forms of identification?

Transportation Services
1. Are you able to take care of your transportation needs?

2. Do you need specialized transportation?
3. Are you approved for Title 19 or User Side subsidy transportation?
4. Do you know how to schedule appointments to use specialized transportation?

Meal Planning Services
1. Do you need independent living skills training in this area?

2. Have you coordinated a plan so that you can purchase, cook and eat meals?
3. Who will do the initial shopping for groceries and supplies?

Social and Leisure Actties
1. Are you able to geographically orient yourself to your new neighborhood?

2. Do you need assistance in meeting your new landlord and neighbors?
3. Do you need assistance in planning daily or weekly social activities?

4. Do you want independeniving training to assist you with any of these activities?
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2.2 Level of Care Assessment Form
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