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A.  Project Introduction 
 

Montana is committed to enhancing its long term services and supports (LTSS)1 

system to increase the use of home and community based services (HCBS) and reduce 

the use of institutional supports.  The State faces numerous challenges in achieving this 

goal ς some of which are unique to frontier2 states, such as insufficient provider and 

caregiver capacity and accessible housing availability, and many of which are universally 

faced by states nationwide, including limited funds being balanced between entitlement 

and non-entitlement (i.e. waiver) expenditures.   

Montana is submitting this grant application to the Centers for Medicare and 

Medicaid Services (CMS) to implement a Money Follows the Person (MFP) 

demonstration project to augment existing community-based LTSS, and institute a 

change initiative to rebalance its long term care system.  MontanaΩǎ MFP demonstration 

project, known as Montana Community Choice Partnership MFP will ŜȄǇŀƴŘ ǘƘŜ {ǘŀǘŜΩǎ 

existing transition efforts to individuals of all target populations with more complex 

needs.  Montana will invest the savings garnered through the enhanced Federal Medical 

Assistance Percentage (FMAP) into increased HCBS services and supports, including 

diversion activities and waiver expansion.  

aƻƴǘŀƴŀΩǎ vision for its Community Choice Partnership MFP demonstration 

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

                                                        
1 aƻƴǘŀƴŀΩǎ [¢{{ ǇƻǇǳƭŀǘƛƻƴ ƛƴŎƭǳŘŜǎ consumer who are elderly, physically disabled, 
developmentally disabled, adults with severe disabling mental illness, and youth with serious 
emotional disturbance.   
2 46 out of Montana's 56 counties are considered frontier with an average population of 6 or 
fewer people per square mile. 
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choice for individuals needing long term services and supports.  This means that: 

Å Individuals within institutions are supported in making informed choices.  

Institutional and community-based providers work well together with the 

common goal of keeping Montanans in the community whenever possible. 

Å Individuals in facility settings can transition to the community seamlessly without 

needing to wait for annual enrollment timeframes or wait lists. 

Å Individuals in the community have a high quality of life.  They are connected to 

their families, community, recreational activities, work, and other needed 

supports.  

Å Employment opportunities exist for individuals wishing to work.  

Å Supportive services exist that keep individuals with complex needs in their 

communities. 

Å Consumers are in control ς they have had a meaningful part in the definition of 

the MFP demonstration program and continue to be involved ongoing in the 

oversight and maintenance of the project. 

Å Workforce capacity is supplemented to support transitions. 

Å Housing is coordinated to ensure individuals are efficiently connected with 

appropriate living arrangements. 

Å Training opportunities exist for evidence-based or promising practices. 

Å The public perception of individuals who are elderly and disabled has improved 

because of outreach to the general population. 
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Å Rebalancing the traditional long term care and institutional system is sustainable 

beyond the MFP grant ς ƛǘ ƛǎ ōŀǎŜŘ ƻƴ aƻƴǘŀƴŀΩǎ ƴŜŜŘǎΣ ǾŀƭǳŜǎΣ ŀƴŘ ǊŜŀƭƛǘƛŜǎΦ 

The Department of Public Health and Human Services (DPHHS or Department) 

collaborated closely with a wide variety of stakeholders, including consumers, family 

members, advocates, facility providers, and community providers and caregivers to 

develop this operational protocol.  As a result, the partnership between provider 

networks, advocacy groups, and State agencies has been strengthened and will continue 

to be nurtured by the MFP project director in order to achieve the goals of the 

demonstration.  Montana is poised to build on the successful work done to create this 

operational protocol to assure Montanans experience informed choice about the range 

of service options, including community living options.  Ultimately, greater access to 

choices for service and supports will further reduce the institutional bias in Montana. 

Montana has been successfully moving consumers who are elderly or physically 

disabled from nursing facilities to community settings since 1999.  Through the Montana 

Community Choice Partnership MFP demonstration project, the State will broaden its 

reach to further target individuals with developmental disabilities, severe disabling 

mental illness (SDMI), serious emotional disturbance (SED), and other complex needs 

such as traumatic brain injuries (TBI).  The 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 both significant barriers in 

Montana.  The Montana Community Choice Partnership MFP stakeholder advisory 

council and MFP project staff will collaboratively address these issues, looking for 
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creative solutions including means to promote additional accessible housing meeting 

MFP residence requirements, and working with nursing facilities and other institutions 

to repurpose existing resources to enhance the availability of HCBS supports. 

The Montana MFP demonstration project will be a five-year, $12,476,351 project. 

Based on CMS revisions to the final budget submitted 10/1/16, 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 6/30/19.  The State 

will move toward rebalancing with a shift toward HCBS spending over institutional 

spending.  

A.1  Organization and Administration 
 

This section of the operational protocol ŀƴŀƭȅȊŜǎ aƻƴǘŀƴŀΩǎ LTSS systems, 

including work done to increase the availability of HCBS services and obstacles 

preventing the State from further rebalancing services away from institutional to HCBS-

based care.  It also includes the empirical measures Montana will use to gauge progress 

toward transitioning individuals and rebalancing the LTSS system under the Community 

Choice Partnership MFP demonstration project. 

System Assessment and Gap Analysis 
 
Description of current LTSS support systems, past legislative initiatives, and additional 
State legislative/regulatory changes needed to rebalance the LTSS system 
 

This section contains a description of the current Montana LTSS support systems, 

prior to the advent of the MFP demonstration program.  Montana provides LTSS 

primarily through four divisions and six bureaus/programs within DPHHS: 
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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. Developmental Services Division (DSD)  
a. Developmental Disabilities Program (DDP)  
b. /ƘƛƭŘǊŜƴΩǎ aŜƴǘŀƭ IŜŀƭǘƘ .ǳǊŜŀǳ ό/aI.ύ 

3. Addictive and Mental Disorders Division (AMDD) 
4. Disability Employment and Transitions Division  

 
SLTC plans, administers, and provides long term care services to consumers who 

are elderly or have a physical disability, as well as their families.  The Community 

Services Bureau operates an HCBS waiver, called the Montana Big Sky Waiver, which 

incorporates traditional HCBS services, specialized services, and assisted living facilities 

as alternatives to institutional care.  This waiver has a participant directed option.  The 

division serves approximately 2,000 individuals on the Big Sky waiver.  The Community 

{ŜǊǾƛŎŜǎ .ǳǊŜŀǳ ƻǇŜǊŀǘŜǎ ǘƘŜ {ǘŀǘŜΩǎ IƻǎǇƛŎŜΣ Home Health, Personal Assistance 

Services, and Self-Direct Personal Assistance Services ǇǊƻƎǊŀƳǎΦ  {[¢/Ωǎ hŦŦƛŎŜ ƻƴ !ƎƛƴƎ 

develops the State Plan on aging and approves service delivery plans and programs 

developed by the ten Area Agencies on Aging (AAAs) located across Montana. 

SLTC has been operating a transitions program since 1999 within its HCBS waiver.  

Montana consistently has a waiting list of around 450 individuals for the Big Sky waiver.  

The Division is 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 legislature directed $2.5 million for transition and 

diversion assistance.   

DSD/DDP helps Montanans with developmental disabilities live, work and 
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participate in communities.  DDP operates extended State Plan services in addition to 

three waivers: 

1. Comprehensive waiver ς this is the most complete set of services and benefits 

available to individuals with developmental disabilities. 

2. Community supports waiver ς this waiver is more limited in nature and is 

individually capped. 

3. Autism waiver ς this waiver provides benefits and services for children with 

autism up to eight years old. 

The waivers serve a total population of approximately 3,000 individuals.  An 

additional 1,000 individuals receive services through the State Plan, and another 1,000 

are on waiver waiting lists.  The Montana Developmental Center (MDC) ƛǎ aƻƴǘŀƴŀΩǎ 

intermediate care facility for individuals with mental retardation or developmental 

disabilities (ICF-MR).  Montana previously operated a second ICF-MR, which was closed 

in 2003, and all residents moved to the community.  The State has continually focused 

on downsizing MDC.  There currently are 48 individuals 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 wait for a slot to 

open.   

/ƘƛƭŘǊŜƴΩǎ aŜƴǘŀƭ IŜŀƭǘƘ .ǳǊŜŀǳ ό/aI.ύ ς serves youth with SED and their 

families.  CMHB is one of nine states nationally that operated a psychiatric residential 

treatment facilities (PRTF) demonstration waiver/grant, which provided benefits and 

services to allow youth to transition or be diverted from PRTFs and remain at home.  
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The waiver began operating in 2007, and expired on September 30, 2012.  CMHB 

submitted a successful application to CMS for a 1915c HCBS bridge waiver to continue 

services to families and youth currently on the PRTF demonstration waiver/grant.  

CMHB also submitted a successful 1915i HCBS State Plan request to make these HCBS 

services available statewide.  CMS approved the program with an effective date of 

January 1, 2013.  Proposed Administrative Rules of Montana have been filed to support 

these changes. 

AMDD provides chemical dependency and mental health services.  AMDD has an 

HCBS waiver for individuals with SDMI in five geographic areas.  Montana is one of only 

a small number of states (less than five) in the country with a waiver for persons with 

Severe Disabling Mental Illness.  The waiver was approved in 2006 for 125 slots, and has 

since been expanded to 168.  AMDD is hoping to receive legislative approval to further 

expand the waiver to 298 by the end of 2015.  As an update in version 3, AMDD received 

legislative support to expand waiver by 50 slots in the 2015 session.  Currently there is a 

small waitlist for the waiver in the areas where it provides services.  AMDD also 

oversees the Montana State Hospital and the Montana Mental Health Nursing Care 

Center, both of which are Institutes for 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 for 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 
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system toward HCBS as an ongoing objective.  SLTC consumers wanting to transition 

have to wait for 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 AMDD.  The 

implementation of the Montana Community Choice Partnership MFP demonstration 

project will address challenges associated with funding inflexibility, removing the 

barriers of annual transition periods and slot capacity limitations for MFP participants. 

aƻƴǘŀƴŀΩǎ Disability Employment and Transitions Division promotes 

employment and independence among Montanans with disabilities through multiple 

services: 

1. Vocational Rehabilitation ς assists approximately 8,000 Montanans with 

disabilities each year in securing competitive, integrated employment. 

2. Blind and Low Vision Services ς help blind or visually impaired Montanans 

secure employment and achieve self-reliance through instruction in alternative 

techniques and tools. 

3. Independent Living Services ς coordinate independent living services in 

collaboration with the Statewide Independent Living Council.  Four centers for 

independent living (CILs) (Billings, Great Falls, Helena and Missoula) provide 

services. 
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4. Disability Determination Services ς determine eligibility for the Social Security 

!ŘƳƛƴƛǎǘǊŀǘƛƻƴΩǎ {ǳǇǇƭŜƳŜƴǘŀƭ {ŜŎǳǊƛǘȅ LƴŎƻƳŜ ŀƴŘ {ƻŎƛŀƭ {ŜŎǳǊƛǘȅ 5ƛǎŀōƛƭƛǘȅ 

Insurance programs for approximately 12,000 Montanans each year. 

5. Montana Telecommunications Access Project ς operates the Montana Relay 

and provides services and equipment to ensure approximately 1,100 Montanans 

with disabilities can use the telephone. 

6. Medicaid Infrastructure Grant ς removes barriers to employment and 

independence among Montanans with disabilities who receive Medicaid.  This 

grant ends in December 2012. 

7. Public Transportation Coordination ς ŎƻƻǊŘƛƴŀǘŜǎ ŀŎŎŜǎǎ ǘƻ aƻƴǘŀƴŀΩǎ ǇǳōƭƛŎ 

transportation programs. 

8. Transition Services ς promote successful transitions from high school to work 

and/or post-secondary education. 

The Disability Employment and Transitions DivisionΩǎ ǎŜǊǾƛŎŜǎ ŀǊŜ ƎŜƴŜǊŀƭƭȅ ƴƻǘ 

categorized as HCBS Medicaid services, however Medicaid clients use them as additional 

supports for successful community living.  The Community Choice Partnership MFP 

project will collaborate closely with the Disability Employment and Transitions Division 

in communications with the Statewide Independent Living Council as well as providing 

employment, transportation, and electronic communication opportunities.  Other 

divisionsΩ services are included in Section B.5, Benefits and 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 individuals from nursing facilities to 

the community, particularly those needing less intensive care.  The State has also done a 

good job transitioning individuals from ICF-MRs over many years, and in-state PRTFs 

more recently.  The State has been less successful with more complex institutionalized 

individuals, including those with traumatic brain injuries (TBI), bariatric needs, as well as 

individuals with dual diagnoses such as mental illness (MI) and DD, or MI and TBI. 

The MFP planning stakeholder advisory council asseǎǎŜŘ aƻƴǘŀƴŀΩǎ ƭƻƴƎ ǘŜǊƳ 

services and supports and defined the following obstacles keeping Montana from having 

a LTSS system balanced in favor of HCBS: 

1. Inadequate consumer control ς despite ongoing efforts to involve consumers, 

many feel aƻƴǘŀƴŀΩǎ ƭƻƴƎ ǘŜǊm system lacks adequate consumer direction and 

does not promote or encourage participation by family and friends. 

2. Attitudinal and prejudicial barriers ς there is a need for increased education and 

awareness regarding disability, aging, and mental illness in Montana to reduce 

stigma. 

3. Inadequate assessment of the current/as-is state and what progress toward 

success looks like ς the State needs to assess the consumer 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 problems ς the State should examine federal 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 funds ς 

Montana and the federal government are working to alter historical economic 

bias toward institutions.  State leadership needs additional education about LTSS 

opportunities to promote consistent funding for a rebalanced system. 

6. Lack of access and choice ς timely interventions should occur to prevent 

institutional placements, when possible, so consumers can live in the least 

restrictive settings possible.  Services and supports should be available in rural/ 

frontier communities as well as in cities and larger towns. 

7. Lack of certain specialized additional services and supports ς 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 healthy workforce development and retention plan ς 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, accessible housing ς The lack of affordable, 

accessible housing is one of the largest barriers to keeping people in or 

transitioning consumers to community settings. 

 
Description of number of potential MFP participants 
 
 aƻƴǘŀƴŀΩǎ aCt ǇǊƻƎǊŀƳ ƛƳǇŀŎǘǎ ŀƭƭ ƭƻƴƎ ǘŜǊƳ ŎŀǊŜ ǇƻǇǳƭŀǘƛƻƴ ǘȅǇŜǎ ǎǘŀǘŜǿƛŘŜΦ  

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 to 70 individuals who are elderly or 

physically disabled from nursing facilities each 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 living facilities, some of 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 will transition individuals from MDC as well as nursing facilities. 

DSD/DDP has placed 15-30 individuals annually from MDC in the community over the 

last eight years.  Many of these placements are to unqualified residences because a 

significant percentage ƻŦ aƻƴǘŀƴŀΩǎ ƎǊƻǳǇ ƘƻƳŜǎ ŀǊŜ ǘƻƻ ƭŀǊƎŜ ǘƻ ǉǳŀƭƛŦȅ ǳƴŘŜǊ aCtΦ  

The State hopes to increase the number of smaller group homes over the lifetime of this 

project, and see the number of consumers with developmental disabilities participating 

in MFP grow accordingly.  According to Pre-Admission Screening and Resident Review 

(PASRR) level two assessments, Montana has approximately 185 consumers with 
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developmental disabilities living in nursing facilities.  The State needs to conduct further 

assessments to determine how many of these individuals may be viable transition 

candidates.   

As of June 30, 2012, 50 youth were actively enrolled in the PRTF Waiver/Grant.  

Of this population, 19 were transitioned from PRTFs.  In addition to those already being 

transitioned, CMHB plans to focus on children and youth with higher needs living in out-

of-state PRTFs under the MFP program.  In 2011, there were approximately 165 youth in 

PRTFs (in-state and out-of-state) 90 days or longer; in 2010, there were 159 youth in 

PRTFs 90 days or longer (per paid claims data).  Montana is projecting and tracking 

youth with SED separately from individuals with mental illness ƛƴ ǘƘŜ άhǘƘŜǊέ ŎŀǘŜƎƻǊȅ.  

Due to CMS budget reallocŀǘƛƻƴǎΣ aƻƴǘŀƴŀ Ƙŀǎ ǊŜƳƻǾŜŘ ǘƘŜ άhǘƘŜǊέ service category 

from its transition benchmarks.  The remainder of this paragraph does not apply to this 

grant as of June 2016. 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 MFP process.  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 program.  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. 

AMDD will be focusing on transitioning individuals with SDMI from nursing 

homes as well as Medicaid eligible individuals (18-21 year olds and individuals 65 and 

older) in the Montana State Hospital and Montana Mental Health Nursing Care Center.  
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Historically, very few SDMI consumers transition, primarily because they have not been 

a part of the SLTC nursing facility transition initiative, meaning these consumers have 

not been targeted for potential community placement.  The majority of SDMI waiver 

clients have been diverted from nursing facilities, rather than transitioned out of them.  

Under MFP, the State expects this population to grow, but still remain a relatively small 

portion of the overall MFP universe. 

 ¢ƘŜ ǘŀōƭŜ ōŜƭƻǿ ǎƘƻǿǎ aƻƴǘŀƴŀΩǎ ŜǎǘƛƳŀǘŜŘ ƴǳƳōŜǊ ƻŦ ǘǊŀƴǎƛǘƛƻƴǎ ōȅ ǘŀǊƎŜǘ 

group from calendar year 2013 through 2017. 
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Table 1: Estimate of Potential MFP Participants 

Year Elderly MR/DD Physically 
Disabled 

Mental 
Illness 

Other*  Total 

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 

 
¢ƘŜ άhǘƘŜǊέ ŎŀǘŜƎƻǊȅ ƛǎ ǊŜƳƻǾŜŘ ŦǊƻƳ aƻƴǘŀƴŀΩǎ ōŜƴŎƘƳŀǊƪǎ ŜŦŦŜŎǘƛǾŜ WǳƴŜ нлмсΦ 

 
Description of existing and future self-direct opportunities  
 
 aƻƴǘŀƴŀΣ ƭƛƪŜ Ƴƻǎǘ ǎǘŀǘŜǎΣ ƛǎ ŦŀŎƛƴƎ ŀ ƭŀǊƎŜ ŀƴŘ ƎǊƻǿƛƴƎ ŎŀǊŜ ƎŀǇΦ  ¢ƘŜ ǎǘŀǘŜΩǎ 

population needing care is growing at a much faster rate than those providing it.  

Because of this, Montana has been, and plans to continue, focusing on self-direction.  

Self-direction brings people in as caregivers and natural supports because of personal 

relationships.  Many of these individuals would not otherwise enter the workforce.  

 SLTC has a self-direction option under the Montana Big Sky waiver, called the 

Bonanza option, which was established in 2006.  It is a consumer-directed model where 

participants plan and direct their own care, and are also responsible for budgeting and 

spending.  Bonanza allows parents of minors and spouses to be paid for care up to 40 

hours per week.  SLTC is working to increase the number of participants self-directing 

their care through increased outreach, education, and training.  SLTC also offers self-

direction in its State Plan Personal Assistance Services, which allows consumers to hire, 

fire, and train their attendants.  This form of self-direction does not permit consumers 

to pay a parent of a minor or spouse for care.  Both approaches have a provider agency 

as the legal employer, and the consumer serving as the managing employer. 
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 The waivers for developmental disabilities have self-direct options available for 

certain services, except for consumers in congregate settings.  DSD/DDP does not 

anticipate that targeted participants will use self-direction under the Community Choice 

Partnership MFP demonstration.   

 The waiver for persons with SDMI language does not allow for self-direction or 

legally responsible caregivers.  AMDD would like to implement self-direction and allow 

consumers to pay legally responsible caregivers, with adequate risk assessment and 

quality monitoring by 2016.  This work will not be done as a part of the Montana 

Community Choice Partnership MFP demonstration, unless the project continues past 

2016.   

{ǘŀƪŜƘƻƭŘŜǊ ƛƴǾƻƭǾŜƳŜƴǘ ƛƴ aƻƴǘŀƴŀΩǎ LTSS system 
 

 All four divisions involve stakeholders as advisors in their programs to some 

extent.  SLTC mandates that case management teams use a mechanism to 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 

looked to ǘƘŜ DƻǾŜǊƴƻǊΩǎ !ŘǾƛǎƻǊȅ /ƻǳƴŎƛƭ ƻƴ !Ǝƛng and more recently to the Long Term 

Care Coalition as sources of input.  SLTC has consistently sought out providers, 

consumers, and associations for stakeholder input. 

 DSD/DDP participates in the Montana Council on Developmental Disabilities.  

This council has a large community presence in terms of consumers (who must make 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 input into Department projects and planning 

efforts. 

 AMDD community program officers interview 100% of their HCBS waiver 

consumers annually to discuss services and what consumers would like to see work 

differently.  Community program officers collaborate very closely with consumers and 

families, and meet with them as issues arise.  Additionally, AMDD works with its three 

Service Area Authorities, local advisory councils, and the Mental Health Oversight 

Advisory Council.  

CMHB collaborates closely with the Montana /ƘƛƭŘǊŜƴΩǎ LƴƛǘƛŀǘƛǾŜ όa/Lύ ŀǎ ǿŜƭƭ ŀǎ 

the System of Care Committee. 

 The Disability Employment and Transitions Division works closely with 

consumers through the Statewide Independent Living Council and the Vocational 

Rehabilitation Council. 

 The Montana MFP planning stakeholder advisory council collaborated with 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 broader stakeholder involvement through ongoing community forums or town 

hall meetings, a public web portal, and increased consumer/family appointments to the 

council. 

Description of Administrative Structure 
 

{[¢/ ǿƛƭƭ ōŜ ǘƘŜ ƭŜŀŘ ŀƎŜƴŎȅ ŦƻǊ aƻƴǘŀƴŀΩǎ aCt ŘŜƳƻƴǎǘǊŀǘƛƻƴ ǇǊƻƎǊŀƳΦ  {[¢/ ƛǎ 

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 connection 

with nursing facilities, the Montana Health Care Association, and MHA, an association of 

healthcare providers, which represents nursing facilities.   

The SLTC administrator will oversee the Community Choice Partnership MFP 

demonstration project.  The Medicaid Director will keep in close contact with the SLTC 

administrator as well as the MFP project director over the lifetime of the project. 

The Department is very committed to having all impacted divisions/bureaus 

working closely with the MFP demonstration project.  AMDD, DSD (DDP and CMHB), and 

the Disability Employment and Transitions Division will all be closely collaborating to 

ensure their diverse consumer needs are meaningfully represented.   

The Montana Community Choice Partnership MFP demonstration project will 

also be working closely with the following Divisions in DPHHS: 

¶ Business and Financial Services Division (BFSD) in the Department for finance 

support.   

¶ Human and Community Services Division (HCSD), Public Assistance Bureau 

όt!.ύΦ  t!.Ωǎ Ŏƻǳƴǘȅ ƻŦŦƛŎes, called Offices of Public Assistance (OPAs) determine 

Medicaid financial eligibility.   

¶ Technology Services Division (TSD) to support data and information technology 

development required for project management and reporting. 

Figure 1: MFP High-Level Organizational Chart 
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The MFP demonstration project will additionally be relying on the expertise of 

Departments external to DPHHS, including: 

¶ Department of Commerce will serve as a partner on MFP housing efforts. 

¶ Department of Labor and Industry will support employment and workforce-

related work within the demonstration as needed.  

¶ Department of Transportation will advise and collaborate on transportation-

focused work. 

A.2  Benchmarks 
 

Montana is committed to furthering its LTSS rebalancing efforts through the 

Community Choice Partnership MFP demonstration program.  The State has been 

successfully transitioning individuals who are elderly or disabled from nursing facilities 

for almost 15 years.  In addition, the PRTF demonstration waiver/grant has successfully 

transitioned youth from PRTFs into the demonstration waiver/grant over the past four 
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and a half years.  5{5κ55t Ƙŀǎ ǊŜŘǳŎŜŘ ǘƘŜ ǇƻǇǳƭŀǘƛƻƴ ƛƴ aƻƴǘŀƴŀΩǎ L/C-MRs from over 

800 individuals 40 years ago, to 48 today.  Montana is excited to increase the scope of 

this work by providing increased benefits and services and targeting additional 

populations to make transitioning a viable option to more individuals. 

Montana intends to reinvest savings realized through the Community Choice 

Partnership MFP demonstration project into services and supports to continue 

rebalancing ǘƘŜ {ǘŀǘŜΩǎ [¢{{ ǎȅǎǘŜƳΦ  ¢ƘŜ {ǘŀǘŜ Ƴŀȅ ƛƴǾŜǎǘ ǘƘŜǎŜ ŦǳƴŘǎ ƛƴǘo increased 

diversion services including demonstration sites for pre-admission counseling, as well as 

housing supports, transportation services, and provider training or capacity building.   

DPHHS will use the following five benchmarks to empirically measure progress 

ǘƻǿŀǊŘ ǘƘŜ {ǘŀǘŜΩǎ Ǝƻŀƭs of transitioning individuals to the community and further 

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 individuals transitioned in each target group 

from an inpatient facility to a qualified residence during each calendar year of the 

demonstration. 

Montana plans to transition 235 individuals under the Community Choice 

Partnership MFP demonstration project from calendar year 2014 through 2017.  As a 

result of the /a{ ōǳŘƎŜǘ ǊŜŀƭƭƻŎŀǘƛƻƴ ƛƴ нлмсΣ aƻƴǘŀƴŀΩǎ ōŜƴŎƘƳŀǊƪǎ ŀǊŜ ǊŜǾƛǎŜŘ ǘƻ 

141 individuals through calendar year 2017.  Traci Clark, Project Director for the Money 

Follows the Person Demonstration Grant was hired in December of 2013.  Additional 

staff were hired in July of 2014.  The State did not transition anyone in 2012 or 2013 as 
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the state had not yet hired a director. In spite of the late start, Montana is still 

committed to moving 141 individuals back into the community under the MFP 

demonstration.  The State is targeting individuals throughout its LTSS system for the 

MFP project.  The table below outlines the number of participants from each target 

group.  

Table 2: Estimate of Potential MFP Participants 

Year Elderly MR/DD Physically 
Disabled 

Mental 
Illness 

Other*  Total 

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 

 
¢ƘŜ άhǘƘŜǊέ category was eliminated with the CMS budget reallocation in 2016. 

 

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

demonstration program. 

In SFY 2012Σ aƻƴǘŀƴŀΩǎ ōŀǎŜƭƛne year, actual expenditures for the target 

populations totaled $134, 370,178.  This baseline includes the following expenditures, as 

reported on the State 901 expenditures report:  

¶ All HCBS 1915c waiver expenditures under the Big Sky Waiver for services 

provided to physically disabled or elderly consumers. 

¶ All HCBS 1915c waiver expenditures under the waiver for individuals with SDMI. 

¶ All HCBS 1915c waiver expenditures for youth SED transitioning from psychiatric 

residential treatment facilities (PRTFs).  PRTF waiver expenditures include 
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aŜŘƛŎŀƛŘ ŜȄǇŀƴǎƛƻƴ ŜȄǇŜƴŘƛǘǳǊŜǎ ǇŀƛŘ ǿƛǘƘ /ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ tǊƻƎǊŀƳ 

(CHIP) funding.  

¶ All HCBS 1915c waiver expenditures for the three waivers under DDP ς the 

comprehensive waiver for individuals with developmental disabilities, the 

community supports waiver for individuals with developmental disabilities, and 

ǘƘŜ ŎƘƛƭŘǊŜƴΩǎ ŀǳǘƛǎƳ ǿŀƛǾŜǊΦ 

The baseline does not include HCBS 1915(a) expenditures because Montana 

does not provide HCBS under this authority.  The figure also does not include PACE 

program expenditures because this program was terminated. 

The State assumes a 2% annual growth rate the first year, a 2.5% growth rate the 

second year and a 3% growth rate for each year of the last two years of HCBS 

expenditures over the lifetime of the demonstration project.  The State wants to use an 

achievable percentage for this benchmark, and will consider increasing it over time. 

The table ōŜƭƻǿ ƻǳǘƭƛƴŜǎ aƻƴǘŀƴŀΩǎ ǇǊƻƧŜŎǘŜŘ ƭŜǾŜƭ ƻŦ ŜŦŦƻǊǘ ŦƻǊ I/.{ 

expenditures throughout the MFP demonstration. 
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Table 3: Projected Total HCBS Expenditures CY2013 ς 2017  

 CY13 CY14 CY15 CY16 CY17  

Total HCBS 
Spending 

$136,431,298 $139,159,924 
 

$142,638,922 $146,918,089 $151,325,631 

 

3. Increase the availability of self-directed services. 

Montana is committed to expanding opportunities for Medicaid consumers to 

self-direct their services and supports.   

¶ 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 self-direction.   

¶ SLTC is working to promote and increase the use of self-direction under the Big 

Sky Waiver.  SLTC anticipates seeing an increase in self-direction under MFP as a 

result of consumers interacting with independent transition coordinators in 

addition to case management teams.  STLC will evaluate and remediate 

obstacles to self-direction. 

¶ aƻƴǘŀƴŀΩǎ {5aL ǿŀƛǾŜǊ plans to implement a self-direct option in 2016.   

¶ A significant and growing number of Medicaid consumers self-direct services 

through the Personal Assistance Services (PAS) State Plan program.  The majority 

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.  

 



 

Montana ς Money Follows the Person Grant Application 29 

The State will look at MFP participants within the Medicaid self-direction 

population, comparing the ratio self-directing with statewide (PAS, CFC, and waivers) 

and waiver-only numbers.  The following table outlines the anticipated number of 

Montana Medicaid self-directed consumers from calendar years 2013 through 2017.  

Montana anticipates a 5% annual growth of Big Sky Waiver and PAS/CFC consumers self-

directing services.  The growth rate for the DD self-directed waiver is estimated to be 

just over 4% on average between calendar years 2013 and 2017. 

Table 4: Medicaid Consumers Self-Directing Services 

 CY13 CY14 CY15 CY16 CY17  

Big Sky Waiver 33 35 37 39 41 

Self-Directed Waiver for Individuals 
with Developmental Disabilities 

222 225 234 243 253 

Personal Assistance Services/ 
Community First Choice 

1,620 1,701 1,786 1,875 1,969 

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

 

4. Measure the number of MFP participants remaining in the community throughout 

their participation in the Community Choice Partnership MFP demonstration project.  

Montana hopes to create a strong network of benefits and services that supports 

MFP participants to successfully remain in their communities.  The State will collect this 

information through the Quality of Life surveys.  

MathematicaΩǎ analysis of MFP transitions to date shows that approximately 

85% of participants remain in the community for a full year following transition, with 

about 9% returning to institutional care for 30 consecutive days or longer and 6% 

deceased.   The analysis also reveals that 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 services and 

supports to lessen the rate.  The State anticipates seeing a higher number of re-

institutionalizations in the first year as capacity is built under the Community Choice 

Partnership MFP demonstration project and before lessons learned are reflected in 

services.  ¢ƘŜ ǘŀōƭŜ ōŜƭƻǿ Ŏƻƴǘŀƛƴǎ aƻƴǘŀƴŀΩǎ estimates for the number of participants 

in each target group remaining in the community for each year of the demonstration 

project. 

Table 5: MFP Participants Remaining in Community  

 CY13 CY14 CY15 CY16 CY17  Total 

Total MFP Participants NA  15 53 53  20 141 

Consumers Remaining in 
Community 

NA 82% (12) 85% (45) 87% (46) 89% (18)  121 

 

5. Collaborate with the Department of Commerce, public housing authorities, and HUD 

to prioritize MFP participants for 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 community-based setting.  DPHHS will work with the 

Department of Commerce, local and State public housing authorities, and the U.S. 

Department of Housing and Urban Development (HUD) under the Community Choice 

Partnership MFP demonstration to prioritize MFP participants for Section 8 housing 

vouchers.  Currently, there is limited collaboration between housing and health and 

human services in Montana.  The State will use the federal guidance requesting 



 

Montana ς Money Follows the Person Grant Application 31 

additional interagency coordination to support community-based integration of 

individuals with disabilities as the foundation for additional collaboration in Montana.   

¢ƘŜ ǘŀōƭŜ ōŜƭƻǿ ƛƴŎƭǳŘŜǎ aƻƴǘŀƴŀΩǎ ŜǎǘƛƳŀǘŜǎ ŦƻǊ ǘƘŜ ƴǳƳōŜǊ ƻŦ aCt 

participants receiving Section 8 housing vouchers throughout the demonstration project.  

We estimate 0 in 2014 because the agencies will create and implement a memorandum 

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

calendar year.  

Table 6: Section 8 Housing Vouchers Used by MFP Participants 

 CY13 CY14 CY15 CY16 CY17  Total 

Section 8 Housing Vouchers  0 0 2 4 4 10 

 

  



 

Montana ς Money Follows the Person Grant Application 32 

B.  Demonstration Implementation Policies and Procedures 
 
 This section of the operational protocol outlines the specific approach Montana 

will employ to implement the Community Choice Partnership MFP demonstration 

project. 

B.1 Participant Recruitment and Enrollment 
 

Montana will begin transitioning target populations in the second year (CY2014) 

of the demonstration.  The Community Choice Partnership MFP demonstration project 

will have a central transition coordinator who will track referrals and their dispositions, 

and oversee the transition work to ensure quality and consistent processes are 

occurring statewide.  Montana will use a combination of case managers and additional 

contracted entities to conduct transition work for the Community Choice Partnership 

MFP demonstration. 

Recruitment and enrollment processes may differ between target populations. 

The following process map outlines the proposed MFP transition process at a high-level. 

Figure 2: High-Level Recruitment and Enrollment Process 
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Table 7: Recruitment and Enrollment Process Narrative 

Recruitment/Enrollment Process Map Narrative 

1. Consumer, family, or institutional provider hears about MFP program through 
outreach channels.  Peers 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 sources (Ombudsmen, providers) 
c. Waiting list 

3. Transition coordinator verifies length of institutional stay and Medicaid eligibility. 
4. Transition coordinator has initial meeting with consumer to provide overview of 

MFP demonstration project. 
5. Transition coordinator continues meeting with consumer to conduct assessment, 

discuss details of transition, provide options counseling. 
6. Peers may meet with consumers or families to discuss Community Choice 

Partnership MFP and options. 
7. Transition team assesses transition and community care needs 

a. Develop plan 
b. Traditional (HCBS, DD, SDMI) case management involved 
c. Assess community of choice for service availability 
d. Determine whether additional community services are needed 

8. Transition team conducts transition process ς pre-work 
a. Transition services coordination 
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 demonstration and 

supplemental services ς ensuring continuity of care post-MFP 
10. Consumer transitions to HCBS 1915c waiver.  

 

The remainder of the Participant and Recruitment Section further details steps 1 

through 8 of the process.  Steps 9 and 10 are covered in subsequent sections of the 

operational protocol. 
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Selecting the Transition Service Provider 
 

The State 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 on the target population: 

¶ Case managers and State staff (Regional Program Officers (RPOs) and others) 

implement transition work for SLTC transitions. 

¶ The State Hospital has community liaison officers (CLOs) or program officers 

(CPOs) to 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 managers. 

¶ Social workers oversee transitions at the Montana Developmental Center. 

¶ Facility discharge planners initially work with youth transitioning home from 

PRTFsΦ  CŀŎƛƭƛǘȅ ŘƛǎŎƘŀǊƎŜ ǇƭŀƴƴŜǊǎ ǿƻǊƪ ǿƛǘƘ /aI.Ωǎ Ǉƭŀƴ ƳŀƴŀƎŜǊǎΣ ǿƘƻ ǘƘŜƴ 

refer to wraparound facilitators to develop the plan of care with youth, families, 

and the wraparound team determined by the family.   

Montana recognizes the importance of existing relationships between case 

managers and LTSS facilities in transition work, while also acknowledging the capacity 

constraints of case management teams.  The State will use a combination of existing 

case managers and other Medicaid enrolled providers to serve as transition 

coordinators.  The transition coordinator role will be a separate role from case 
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management in the demonstration project, however the same entity 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 increase 

capacity.   

The Department plans to work with Centers for Independent Living, AAAs, and 

Aging and Disability Resource Centers (ADRCs) to build transition coordination capacity.  

Montana has four Centers for Independent Living, ten AAAs, and county-based ADRCs.   

Montana will require that transition coordinators enroll as Medicaid providers 

qualified to provide transition services under the MFP demonstration project.  This will 

be done in lieu of creating contracts for services for transition coordinators.  The 

centralized transition coordinator will train and provide oversight to regional 

transitional coordinators.  Transition coordinators need to have face-to-face contact 

with transition candidates.  These additional resources will help fill this need because of 

their regional and local presence statewide.     

The Community Choice Partnership MFP demonstration project will have a 

centralized transition coordinator to oversee the transition work, provide training, and 

identify/address capacity needs.  All referrals will come into the central transition 

coordinator.  The centralized transition coordinator will assign/coordinate transition 

work with the regional coordinators.  Centralized transition coordinators will reach out 

to consumers 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 central transition coordinator 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) 

presenǘŀǘƛƻƴ ƻŦ aCt ǇǊƻƎǊŀƳ ƎƻŀƭǎΤ нύ ǘƘŜ {ǘŀǘŜΩǎ Community Choice Partnership MFP 

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 packages; 5) relevant Montana Medicaid policies and services or supports; 6) 

aŜŘƛŎŀƛŘ ŎƻƴǎǳƳŜǊ ǊƛƎƘǘǎ ŀƴŘ ǊŜǎǇƻƴǎƛōƛƭƛǘƛŜǎΤ ŀƴŘ тύ aƻƴǘŀƴŀΩǎ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ǘƘŜ 

ABCs of Transition.  The training will include modules specialized in individual roles 

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 associated with each 

MFP role.  Training sessions may be recorded and available through the MFP website. 

A team led by the local transition coordinator will participate in recruitment and 

enrollment.  The consumer, family members, facility providers, discharge planners, and 
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community providers will also be a part of the transition team.  Peer mentors/advocates, 

as available and appropriate, will be a component of the transition process as desired by 

the consumer.  They will be able to provide peer support by telling their stories to 

transition candidates and discuss challenges and opportunities awaiting the consumer 

upon transition.  For consumers with developmental disabilities, peer mentoring will 

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

ƛǎǎǳŜǎΣ ƻǇǇƻǊǘǳƴƛǘƛŜǎΣ ŀƴŘ ŎƘŀƭƭŜƴƎŜǎ ŦǊƻƳ ŀ ŦŀƳƛƭȅ ƳŜƳōŜǊΩǎ ǇŜǊǎǇŜŎǘƛǾŜΦ     

Participant Selection Mechanism 
 

The State believes that many MFP participants will be identified through 

referrals.  Montana plans to conduct outreach, marketing, and education to create a 

broad awareness of the Community Choice Partnership MFP demonstration project.  

Outreach efforts will be targeted at institutional residents and their families, 

institutional administrators and staff, provider and caregiver organizations and 

associations, hospital discharge planners, health boards, and other advocacy and 

stakeholder groups as possible referral sources.   

Having on-the-ground transition coordinators through ADRCs, AAAs, centers for 

independent living, and case managers will support the referral process because their 

representatives will serve as familiar faces to whom institutional staff, consumers, 

family members, and others can approach to discuss referrals and related questions.  

!ŘŘƛǘƛƻƴŀƭƭȅΣ ǘƘŜǎŜ ƻǊƎŀƴƛȊŀǘƛƻƴǎΩ ǊŜǇǊŜǎŜƴǘŀǘƛǾŜǎ ƻŦǘŜƴ ƪƴƻǿ ǘƘŜ consumers in 

institutional settings, and so will themselves be referral sources. 
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In addition to referrals, Montana will use the following information/data to 

identify and recruit possible transition candidates.  Regional and centralized transition 

coordinators, as well as other referral sources will be able to use this information. 

¶ MDS Section άQέ 

¶ Pre-Admission Screening and 
Resident Review (PASRR) 
PASRR evaluations 

¶ Medicaid Management 
Information System (MMIS) 
data 

¶ Agency-Wide Accounting and 
Client System (AWACS) 

¶ Waiting lists 

¶ Medicaid applications 

¶ Childhood and Adolescent Needs 
and Strength (CANS) assessment 
tool (completed in PRTFs)3 

¶ Institutional Discharge planners 

¶ Continued Stay Reviews  

¶ Mental Health Ombudsman 

 
MFP outreach, recruitment, and enrollment work will build from existing 

relationships with nursing facilities.  Montana has been working closely with nursing 

facilities to transition consumers to the commǳƴƛǘȅ ǎƛƴŎŜ мфффΦ  aƻƴǘŀƴŀΩǎ Community 

Choice Partnership MFP project will conduct outreach with facility providers to create a 

positive working relationship.  Detailed information about outreach efforts is included in 

Section 3, Outreach, Marketing, and Education of the operational protocol.  Community 

Choice Partnership MFP will also leverage other resources with existing access to 

facilities to support outreach and referral efforts.  These include: 

¶ Oversight/licensing/surveyors 

¶ Mountain Pacific Quality Health ς aƻƴǘŀƴŀΩǎ ǉǳŀƭƛǘȅ ƛƳǇǊƻǾŜƳŜƴǘ 

organization  

¶ Magellan ς aƻƴǘŀƴŀΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ όŎƘƛƭŘǊŜƴ ŀƴŘ ŀŘǳƭǘύ ǳǘƛƭƛȊŀǘƛƻƴ ǊŜǾƛŜǿ 

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 process.   

Once a consumer or family member has expressed interest in participating in the 

MFP program, a local transition coordinator, in collaboration with the transition team 

including the facility discharge planner, will discuss options and the transition process in 

detail with them.  In the first meeting, the transition coordinator will provide an 

ƻǾŜǊǾƛŜǿ ƻŦ ǘƘŜ aCt ǇǊƻƎǊŀƳΩǎ ǘǊŀƴǎƛǘƛƻƴ ǇǊƻŎŜǎǎ ŀƴŘ ǎŜǊǾƛŎŜǎΣ ōŜƎƛƴ ǘƻ ƎŜǘ ǘƻ ƪƴƻǿ ǘƘŜ 

possible transition candidate, and find out if she/he would like to work with a peer.  In 

subsequent meetings, the transition coordinator will conduct an initial assessment to 

determine which HCBS waiver or HCBS State Plan program the participant would be 

eligible for upon exiting the MFP program, provide options counseling, define 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 additional perspective 

throughout the process.  The regional housing coordinator will start working with the 

transition coordinator, once the consumer signs the consent form, to identify viable 

housing options.  The transition team will meet regularly to define the plan of care, 

back-up plan, risk identification and mitigation plan, and work through transition details. 

Traditional waiver case managers or targeted case managers (State Plan 

program) will work with the transition team once a consumer is screened as needing 
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services from that specialized area.  The current case planning process varies by 

program and target group: 

¶ SLTC ς if consumer who is elderly or disabled wants to transition from a nursing 

facility, a referral is made to the case managers in that area.  

¶ DDP ς Case managers look at service needs for individuals transitioning from 

MDC.  The case managers work closely with consumers and the care team to 

address these needs, and coordinate a transition to the community.  

¶ AMDD ς AMDD conducts a strengths-based assessment during the development 

of ŎƻƴǎǳƳŜǊǎΩ service plans.     

¶ CMHB ς also conducts a strengths-based assessment for youth transitioning 

from PRTFs onto the waiver, soon to be replaced by the 1915i State plan.  This is 

part of the high-fidelity wraparound facilitation4 process used 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 to connect people to needed benefits and services.  The team will start 

                                                        
4
 Wraparound services are comprehensive services comprised of a variety of specific tasks and 

activities designed to carry out the wraparound 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 youth; 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/guardian; monitoring 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 
ŦŀƳƛƭȅ ŀǊŜ ǊŜŎŜƛǾƛƴƎ ŎƻƴǘƛƴǳŜ ǘƻ ƳŜŜǘ ǘƘŜ ȅƻǳǘƘΩǎ ƴŜŜŘǎ; educating new team members about 
the wraparound process; and maintaining team cohesiveness.   

 



 

Montana ς Money Follows the Person Grant Application 41 

creating the plan of care from the established waiver/State Plan program baseline, and 

then augment with demonstration services as needed based on the assessment, 

retaining an awareness of the importance of continuity of care post-MFP.  

¢Ǌŀƴǎƛǘƛƻƴ ŎƻƻǊŘƛƴŀǘƻǊǎ Ƴŀȅ ǎǘŀȅ ƛƴǾƻƭǾŜŘ ŦƻƭƭƻǿƛƴƎ ŀ ŎƻƴǎǳƳŜǊΩǎ ǘǊŀƴǎƛǘƛƻƴ ǘƻ 

the community to support the case management team.  In general, this support will last 

three months post-transition, but can continue if needed throughout the entire year.  If 

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 

ŎƻƴǘƛƴǳŜ ŦƻǊ ǘƘŜ ǊŜƳŀƛƴŘŜǊ ƻŦ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǘƛƳŜ ƛƴ aŜŘƛŎŀƛŘ ǿŀƛǾŜǊ ǎŜǊǾƛŎŜǎΦ 

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/caregiver/housing/service capacity.  

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

¶ Nursing facilities ς the State is not targeting specific nursing facilities or 

geographic areas.  Hyperlinked is a ƭƛǎǘ ƻŦ aƻƴǘŀƴŀΩǎ ƴǳǊǎƛƴƎ ŦŀŎƛƭƛǘƛŜǎ.  

¶ Hospitals ς Individuals qualified for MFP may reside in hospitals.  No specific 

hospitals are being targeted.  A ƭƛǎǘ ƻŦ aƻƴǘŀƴŀΩǎ ƘƻǎǇƛǘŀƭǎ is available online. 

¶ Montana Developmental Center (MDC) ς ǘƘƛǎ ƛǎ aƻƴǘŀƴŀΩǎ ǎƻƭŜ L/C-MR. 

¶ Psychiatric Residential Treatment Facilities (PRTFs) ς the Community Choice 

Partnership MFP demonstration will target out-of-state facilities in addition to 

http://www.dphhs.mt.gov/qad/healthcarefacilitieslist/index.shtml
http://www.dphhs.mt.gov/qad/healthcarefacilitieslist/index.shtml
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Montana PRTFs.  A ƭƛǎǘ ƻŦ aƻƴǘŀƴŀΩǎ tw¢Cǎ is also available online.  This service 

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

¶ Montana State Hospital and Montana Mental Health Nursing Care Center ς 

ǘƘŜǎŜ ŀǊŜ aƻƴǘŀƴŀΩǎ ǘǿƻ Institutes for Mental Disease (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 identify any funds that can be transferred to 

help support participants in the community.  This step will occur before the State seeks 

ŀŘŘƛǘƛƻƴŀƭ ŦǳƴŘǎ ǘƻ ǎǳǇǇƻǊǘ ŜŀŎƘ ŎƻƴǎǳƳŜǊΩǎ ǎŜǊǾƛŎŜǎΦ   

Minimum Residency Requirements 
 

Consumers must reside in an institutional setting for a minimum of 90 

consecutive days to be eligible for the MFP program.  If a potential Community Choice 

Partnership MFP participant does not meet the 90-day residency requirement at the 

initial eligibility determination but will meet it during the transition coordination process, 

the participant will be presumed to meet this requirement for the purposes of receiving 

transition coordination services.  Transition coordinators will verify that consumers 

meet this requirement through the MDS, Medicaid Management Information System 

(MMIS), or from other facility records before a transition occurs.   

Assuring Medicaid Eligibility 
 

http://www.dphhs.mt.gov/qad/healthcarefacilitieslist/index.shtml
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Local transition coordinators will verify with Human and Community Services 

Division (HCSD) Public Assistance Bureau (PAB), the Montana agency that determines 

Medicaid eligibility, whether consumers have been, or will be, eligible for Medicaid at 

least one day before transition.  Transition coordinators will verify this upon receiving or 

creating a referral.  If a potential Community Choice Partnership MFP participant does 

not meet the Medicaid benefits eligibility requirement at the initial eligibility 

determination but will meet it during the transition coordination process, the 

participant will be presumed to meet this requirement for the purposes of receiving 

transition coordination services.  The transition coordinator must verify Medicaid 

eligibility before the consumer transitions. 

Local transition coordinators will log eligibility information into the MFP 

database, which is accessible by the State transition coordinator and State Community 

Choice Partnership MFP project staff.  

Transition Assessment Process 
 
The MFP program will assess level of care needs to determine MFP eligibility.  

Consumers must meet level of care requirements to be in a nursing facility, other long 

term care facility, or PRTF.  

MontanaΩǎ ǘǊŀƴǎƛǘƛƻƴ ŎƻƻǊŘƛƴŀǘƻǊǎ, in collaboration with case managers and the 

transition team, will use an assessment tool to determine ŀ ŎƻƴǎǳƳŜǊΩǎ ǊŜŀŘƛƴŜǎǎ ǘƻ 

transition and identify needed benefits and services.  The State will tailor the Nursing 

IƻƳŜ ¢Ǌŀƴǎƛǘƛƻƴ bŜŜŘǎ {ǳǊǾŜȅ ƛƴŎƭǳŘŜŘ ƛƴ ǘƘŜ ƳŀƴǳŀƭΣ ά!./ǎ ƻŦ bǳǊǎƛƴƎ IƻƳŜ 

Transition: an Orientation Manual for New Transition FacilitatorsΣέ ǘƻ ƳŜŜǘ aƻƴǘŀƴŀΩǎ 
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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 alcohol/substance abuse 

and other addictive disorders.  Montana opted to not modify this assessment tool.  

Instead, it trained statewide case management teams and providers to use the SAMHSA 

website that includes multiple screening tools as appropriate and as approved in 

coordination with the provider agency.   Based on screening outcomes, regional 

transition coordinators will refer transition candidates for additional assessment.  

Generally included in the assessment will be: 

¶ Consumer overview ς the coordinator will collect general information about 

the consumer including referral source, demographic information, informal 

support systems, residential information, activities of daily living (ADL) 

assessment, behavioral health assessment, medical overview, and transition 

services recommendations. 

¶ Risk assessment ς the team will analyze risks and define mitigation strategies 

using the risk assessment checklist as a guide.  This assessment looks at 

physical health, mental health, financial status, insurance coverage, 

consumer engagement, services and support, housing, legal matters, and 

provider issues that may negatively impact the welfare and safety of the 

participant. 
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For consumers who decide to participate in the Community Choice Partnership 

MFP demonstration project, the transition team, collaborating closely with the State 

housing coordinator, will also assess housing.  The assessment will analyze: 

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

2. Whether the housing is safe and meets accessibility standards required by 

the consumer. 

Montana developed a housing assessment tool for the demonstration project.  

 Once a consumer is ready to transition, the team will conduct a readiness review 

prior to discharge from the institution.  This includes ensuring defined transportation, 

caregiver, medical, and other support services are in place.  The local transition 

coordinator will also make a home visit to assess ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ ŀƴŘ ǘƘŜ ƘƻƳŜΩǎ 

readiness. 

If it appears an individual may no longer meet the HCBS level of care 

requirement at the end of the 365 MFP days, a referral would be made to the 

appropriate entity for a formal determination. 

The flowcharts on the following pages outline the transition process for each of 

the MFP participant populations.   

Consumers who are elderly or physically disabled  
 

This flowchart is inclusive of both the elderly and physically disabled populations 

since both receive services through the Big Sky Waiver. 
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Consumer or family member 

learns about MFP through 

one of the outreach 

channels and expresses 

interest in participation.

Consumer identiýed through 

analysis of MDS Section Q, 

continued stay reviews, or 

Big Sky Waiver waiting list.

Consumer identiýed as 

transition candidate by facility, 

discharge planner, 

Ombudsmen, or other source.

Outreach occurs with 

nursing facility discharge 

planners, administrators, 

and staff.  Nursing facilities 

support MFP recruitment.

Outreach, education, and 

marketing materials are 

available at nursing facilities 

as handouts (MFP packet 

and brochure) and through 

presentations.

Outreach, education, and 

marketing materials are 

disseminated through 

existing provider, advocacy, 

or other newsletters/

periodicals. 

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 ýrst meeting 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.   

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 qualiýes 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 Big Sky Waiver and begins MFP participation.  Case managers take over 

primary management of care from regional transition coordinator.

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.

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 

identiýed problems.
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Consumers with Severe Disabling Mental Illness 

 
 

Consumer or family member 

learns about MFP through 

one of the outreach 

channels and expresses 

interest in participation.

Consumer identiýed through 

analysis of MDS Section Q, 

continued stay reviews, or 

SDMI Waiver waiting list.

Consumer identiýed as 

transition candidate by facility, 

discharge planner, or other 

source.

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/

periodicals. 

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 

CILs, ADRCs, or a SDMI Waiver case manager. Consumers and families receive additional MFP 

information to review in advance of the ýrst meeting 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.

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 qualiýes 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.

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.

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 

identiýed problems.
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Consumers with Developmental Disabilities 

 
 

Consumer or family member 

learns about MFP through 

one of the outreach 

channels and expresses 

interest in participation.

Consumer identiýed through 

analysis of  continued stay 

reviews, or DD Waiver 

waiting list.

Consumer identiýed as 

transition candidate by facility, 

discharge planner, or other 

source.

Outreach occurs with 

nursing facility and MDC 

discharge planners, 

administrators, and staff.  

Nursing facilities and MDC 

support MFP recruitment.

Outreach, education, and 

marketing materials are 

available at nursing facilities 

and MDC as handouts (MFP 

packet and brochure) and 

through presentations.

Outreach, education, and 

marketing materials are 

disseminated through 

existing provider, advocacy, 

or other newsletters/

periodicals. 

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.  This list will only 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 ýrst meeting 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.

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.    

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 qualiýes 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.

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

receive services on Institutional DD Waiver.  

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 

identiýed problems.
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Consumers with Serious Emotional Disturbance ς this population has been removed. 

 

Consumer or family member 

learns about MFP through 

one of the outreach 

channels and expresses 

interest in participation.

Consumer identiýed through 

analysis of continued stay 

reviews.

Consumer identiýed as 

transition candidate by facility, 

discharge planner, or other 

source.

Outreach occurs with PRTF 

discharge planners, 

administrators, and staff.  

PRTFs support MFP 

recruitment.

Outreach, education, and 

marketing materials are 

available at PRTFs as 

handouts (MFP packet and 

brochure) and through 

presentations.

Outreach, education, and 

marketing materials are 

disseminated through 

existing provider, advocacy, 

or other newsletters/

periodicals. 

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 

CILs, ADRCs, or a wraparound facilitator under the State Plan program.  Consumers and families 

receive additional MFP information to review in advance of the ýrst 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 qualiýes 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 up plan.

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 participation.  

Wraparound facilitator take over primary management of care from regional transition coordinator.  

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.

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 

identiýed problems.

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.
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MFP Re-enrollment Policy 
 
Montana will allow consumers to reenroll in the MFP program if they are re-

institutionalized for 90 or more consecutive days following MFP program participation.  

These individuals previously received 365 days of enhanced FMAP services.  These 

consumers must meet MFP eligibility criteria to reenroll. 

Consumers who return to an institution during their 365-day period of MFP 

eligibility may remain enrolled in the program and resume their participation upon 

discharge.  These consumers are entitled to receive 365 days of services under MFP, 

even if not consecutive because of re-institutionalization.  During the institutional stay, 

the participant may continue to be enrolled in the MFP Program, although MFP 

participants are suspended from receiving grant funding while institutionalized.  

Montana may provide personal assistance retainer payments under the waiver for up to 

30 days while an MFP participant is in a hospital or nursing facility (currently an option 

available under the Big Sky Waiver program).   

Participants readmitted to an institution for 30 days or less remain enrolled in 

aƻƴǘŀƴŀΩǎ aCt ǇǊƻƎǊŀƳΦ  aCt ǇŀǊǘƛŎƛǇŀƴǘǎ ǊŜƳŀƛƴƛƴƎ ƛƴ ŀƴ ƛƴǎǘƛǘǳǘƛƻƴ ŦƻǊ ƳƻǊŜ ǘƘŀƴ ол 

Řŀȅǎ ǿƛƭƭ ōŜ ǎǳǎǇŜƴŘŜŘ ŦǊƻƳ aƻƴǘŀƴŀΩǎ aCt ǇǊƻƎǊŀƳΦ  ¢ƘŜ {ǘŀǘŜ ǿƛƭƭ ǊŜŀŎǘƛǾŀǘŜ ǘƘŜǎŜ 

suspended participants if they transition back out of the institution into the community.  

These participants do not need to meet the 90-day 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 365-day demonstration participation period.  No inpatient days are 

included in the 365-day MFP period of participation. 

Montana will arrange for the provision of services deemed necessary by the 

ǇŀǊǘƛŎƛǇŀƴǘΩǎ ǘǊŀƴǎƛǘƛƻƴ ǘŜŀƳ in advance of the transition of an MFP 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 to account 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 re-institutionalization and determine how 

ǘƻ ŘŜǎƛƎƴ ŀ Ǉƭŀƴ ƻŦ ŎŀǊŜ ǘƻ ƎǳŀǊŘ ŀƎŀƛƴǎǘ ǘƘƛǎ Ǌƛǎƪ ǊŜƻŎŎǳǊǊƛƴƎΦ  ¢ƘŜ ŎƻƴǎǳƳŜǊΩǎ Ǌƛǎƪ 

identification and mitigation plan will also be informed by this incident. 

Montana will develop and maintain a process to reevaluate the former MFP 

ǇŀǊǘƛŎƛǇŀƴǘΩǎ Ǉƭŀƴ ƻŦ Ŏare before being re-enrolled back into the MFP demonstration 

program.  The reevaluation will determine the basis for re-institutionalization, such as: 

¶ Medical and/or behavioral changes resulted in the necessity of readmission into an 

inpatient facility.  

¶ The lack of community services to adequately support the participant originally 

identified in the original plan of care.  

¶ The plan of care was not supported by the delivery of quality services. 

After determining the basis for re-institutionalization, the transition team will 

make changes in the plan of care that take into consideration the possible causes for a 
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return to institutional care.  At this point, the former MFP former participant may be re-

enrolled into the program.  Montana will track and trend data regarding MFP 

reenrollments.  The State will incorporate knowledge gained through this process into 

future training for transition coordinators, additional transition team 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 for a significant amount of time, 

and struggle to imagine living more independently.  Consumers and families need 

information to balance the opportunities with the risks and make informed choices. 

The Community Choice Partnership MFP demonstrationΩǎ ǘǊŀƴǎƛǘƛƻƴ coordinators 

will educate consumers and families about the services and supports available in the 

demonstration program.  The MFP demonstration mandates options counseling for 

consumers and families.  The State project team will develop options counseling 

materials collaboratively with the Community Choice Partnership MFP stakeholder 

advisory council and other stakeholders including the Statewide Independent Living 

Council (SILC).  Options counseling will focus on the voluntary nature of the program, 

provider versus self-directed services, benefits and services offered in the MFP program, 

how they compare with institutional and HCBS waiver or State Plan program services, 

and consumer rights and responsibilities.   

Peers will be another important source of information 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 candidates.  Peers may 

be a part of options counseling.   

Consumers and families will have a voice in the case planning process, and tools 

to support their decision-making.  The transition coordinator and peer mentor/advocate 

will provide training to help consumers and families navigate consumer options.  

Consumers and families will also have the ability to interview potential providers. 

Consumers and families will receive information about abuse, neglect, and 

exploitation prevention, including indicators of possible abuse, neglect, and exploitation, 

as well as how and when to use adult protective services (APS) and child protective 

services (CPS) when they enroll in the MFP program.  Montana law requires individuals 

to report abuse, neglect, and exploitation to DPHHS, APS, CPS, the local county attorney 

where the incident took place, or the local long term care Ombudsmen.  Case 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 a form verifying they received this information. 

Additionally, the State may provide training and forums regarding: 

1. Managing change 

2. Managing caregivers ς retaining boundaries 

3. Living well with a chronic disease/disability 

4. Avoiding learned helplessness 

5. How to manage 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 transition.  The 

State may offer different trainings and forums as deemed needed and appropriate. 
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B.2 Informed Consent and Guardianship 
 

Consumers, authorized representatives (power of attorney), or guardians are 

required to give their consent to participate in the Montana MFP demonstration 

program. 

Informed Consent Procedures 
 
Consumers, authorized representatives, or guardians/legal representatives must 

provide their consent to participate by signing an informed consent form once they have 

decided to participate in MFP.  Transition coordinators will obtain informed consent as a 

part of the options counseling 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 responsibilities.  Transition coordinators and others on the transition 

team will discuss these issues in detail throughout the transition process.  The consent 

form includes discussion of: 

¶ Demonstration benefits ς discussing the transition and ongoing services and 

supports provided by the MFP demonstration project.  This includes qualified, 

demonstration, and supplemental services. 

¶ Participation in research ς acknowledging the ŎƻƴǎǳƳŜǊΩǎ ƛƴŦƻǊƳŀǘƛƻƴ ǿƛƭƭ ōŜ ŀ 

part of the Mathematica MFP research. 

¶ Confidentiality ς discussing Health Insurance Portability and Accountability Act 

(HIPAA) requirements. 

¶ Withdrawal from project ς informing consumers of the voluntary nature of their 

participation. 
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¶ Grievances ς outlining the process to file a grievance. 

The transition team will determine who can provide informed consent.  The 

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

Guardianship 
 
aƻƴǘŀƴŀΩ ǎǘŀǘǳǘŜ ǊŜƎŀǊŘƛƴƎ ƎǳŀǊŘƛŀƴǎƘƛǇ όMCA 72-5-321, Powers and Duties of 

Guardian of Incapacitated Person) provides the court appointed guardian of an 

incapacitated person the same powers, rights, and duties as a parent has with respect to 

an unemancipated minor child, including the right to give consent or approval to enable 

the ward to receive medical or other professional care, counsel, treatment, or service.  

aƻƴǘŀƴŀΩǎ guardianship and conservatorship policy applies to all MFP target 

populations, but does not specify the level of interaction required for an individual to 

ǎŜǊǾŜ ŀǎ ŀ ŎƻƴǎǳƳŜǊΩǎ ƎǳŀǊŘƛŀƴΦ   

DPHHS is interested in developing a criterion for guardian participation in the 

MFP demonstration.  Montana wants to ensure a baseline frequency of contact for 

consumers with guardians.  When a transition candidate has a guardian, the transition 

coordinator will verify the guardianship appointment.  The transition coordinator will 

ǊŜǉǳƛǊŜ ǘƘŜ ƎǳŀǊŘƛŀƴΩǎ ǎƛƎƴŀǘǳǊŜ ƻƴ ǘƘŜ ŎƻƴǎŜƴǘ ŦƻǊƳΣ ǘƻ ƛƴǾƻƭǾŜ ƘŜǊκƘƛƳ Ŧrom the 

beginning of the process.  The transition coordinator and case manager will encourage 

maximum participation from the guardian through education/information and inviting 

the guardian to all assessments and transition team meetings.  

  

mailto:http://data.opi.mt.gov/BILLS/mca/72/5/72-5-321.htm
mailto:http://data.opi.mt.gov/BILLS/mca/72/5/72-5-321.htm
mailto:http://www.dphhs.mt.gov/sltc/services/aging/legal/documents/legalguardianship.shtml
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B.3 Outreach / Marketing / Education 
 

Montana is committed to conducting outreach, marketing, education, and 

training to ensure consumers, families, providers, advocacy groups, State staff, and 

Montanans statewide are aware of the Community Choice Partnership MFP 

demonstration 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 Staff 
 
Montana will provide information targeted to different 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. 

Table 8: Outreach, Education, Marketing, and Training Efforts by Stakeholder Group 

Consumers, family members, advocates ς family member outreach will be as or more 
important than consumer outreach for some target groups, particularly individuals with 
developmental disabilities.  Outreach to consumers and families needs to be 
independent and not reliant on facilities.  Montana will target Native American 
populations in its outreach efforts. 

1) MFP project existence ς create awareness of the project 
One page general summary plus additional targeted information relevant to each 
group  

2) Opportunities within the project ς transition, independence 
Ensure that the outreach materials are clear that some services included in MFP 
are not included in the waivers/State Plan program, and, in that case, will not be 
available to consumers as they exit MFP 

3) Eligibility requirements ς 90 days in a facility, receiving Medicaid, and level of care  
4) Process to participate ς high-level overview ς 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 involved with initial outreach efforts with consumers and family 
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members. 

Medicaid service providers ς not including facility providers. 

1) How consumers can participate in MFP 
2) Identify possible participants ς what tools are available and how do they make 

referrals 
3) Their role in supporting participation ς providing information about the program, 

connecting consumers and family members to transition coordinators, participating 
in transition teams, risk assessment 

4) Enrolling providers ς to create HCBS capacity 
5) How and where to receive training ς about MFP or for provider/caregiver training 

offered within MFP 

Facility providers ς facility administrators and admission/discharge planners are the first 
focus of outreach, with additional outreach and education focused on institutional staff. 

1) MFP overview ς explaining the program as an additional opportunity available to 
consumers 

Build off groundwork from transitions program and MDS Sectioƴ άvέ ǿƻǊƪ 
2) Their role ς in supporting outreach efforts, identifying transition candidates, 

participating in transition teams 
3) Expectations ς cooperation with outreach and transition coordination work 
4) Community service provider possibility ς determine if there is any interest in having 

institutions help fill the need for community service providers 

Auxiliary system providers ς state and county entities and agents, including 
Department of Labor, Office of Public Instruction, Human Resources Development 
Councils, Public Housing Authorities, Women, Infants, and Children, AAAs, and county 
health departments. 

1) Introduction to initiative ς 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 
2) Participant needs ς discuss in terms of reliance on these auxiliary providers services  
3) Eligibility processes ς outline how different systems coordinate ς e.g. housing and 

MFP 
4) Request for support ς explain how this type of systems change relies on broad 

support to succeed because of the interconnected nature of systems/programs 
5) How they can participate in MFP 
6) Training opportunities and additional information ς on MFP and related work in 

their specific arena if applicable 
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MFP Staff and Contractors ς 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 in assessment tools 
e) Training in transition process 
f) Develop understanding of different roles and responsibilities (e.g. transition 

coordinator, case manager, housing coordinator, peer advocate/mentor) 
g) Training in MFP benefits and services 

2) Participant needs ς discuss in terms of reliance on these auxiliary providers services  
3) Eligibility processes ς outline how different systems coordinate ς e.g. housing and 

MFP 
4) Choice ς education about the right of choice and dignity of risk 

tŜƻǇƭŜΩǎ ǊƛƎƘǘǎ ǳƴŘŜǊ ǘƘŜ !ƳŜǊƛŎŀƴǎ with Disabilities Act (ADA) as affirmed by 
the Olmstead Supreme Court decision to live in the least restrictive environment 
in the community of their choice 

Policymakers ς ōǳŘƎŜǘ ƻŦŦƛŎŜΣ DƻǾŜǊƴƻǊΩǎ ƻŦŦƛŎŜΣ ƭŜƎƛǎƭŀǘƻǊǎ 

1) Synopsis of the MFP program ς what it is, funding sources, what it does  
a) White paper  
b) Include positive/transformative impacts on lives 

2) Choice ς education about the right of choice and dignity of risk 
3) Impact on the State general fund/budget ς short and long term 

Look at all general committees forming on budget ς including housing, revenue, 
and transportation, in addition to DPHHS 

4) Balance and modernize LTSS ς demonstrate how this effort is building off work over 
the last 15 years, and is further rebalancing system toward HCBS 

5) Prepares Montana for impending demographic shift 

Media ς work will be coordinated with 5tII{Ω ǇǳōƭƛŎ ƛƴŦƻǊƳŀǘƛƻƴ ƻŦŦƛŎŜǊ 

1) Announcement of MFP program ς ŘƻƴŜ ǿƛǘƘ ǇǊŜǎǎ ǊŜƭŜŀǎŜΣ ƎƻǾŜǊƴƻǊΩǎ ƭŜǘǘŜǊ ǘƻ 
paper, or other vehicles  

2) Events ς 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 information ς include link in all media 

material 
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Media Types 
 
 aƻƴǘŀƴŀΩǎ aCt ŘŜƳƻƴǎǘǊŀǘƛƻƴ ǇǊƻƧŜŎǘ ǿƛƭƭ ǳǎŜ ŀ ǾŀǊƛŜǘȅ ƻŦ ƳŜŘƛŀ ǘȅǇŜǎ ǘƻ 

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

instruments may include:  

1. MFP informational packet ς the contents may vary by consumer population, but in 

general the packet may include: 

a. A cover letter clearly and simply defining MFP, how the Community Choice 

Partnership MFP demonstration project fits within the existing LTSS system in 

Montana, and the transformational objectives of MFP.  

b. Existing long term services and supports (LTSS) information, including HCBS 

waiver and State Plan program brochures. 

c. MFP brochure with demonstration overview and eligibility requirements. 

d. MFP fact sheet and frequently asked questions to provide more in depth 

information on specific topics. 

e. MFP participant consent form that 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. 

f. Rights and responsibilities for consumers and families to understand the 

opportunities, obligations, and risks associated with participation. 

g. MFP transition planning guide with high-level information about the 

transition and participation process.   
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2. MFP brochure ς the brochure will contain an overview of the demonstration, 

eligibility requirements, and high-level information about how MFP fits within the 

broader LTSS spectrum. 

3. MFP website ς 5tII{Ω ǿŜō ŘŜǎƛƎƴŜǊ, with input from the public information officer, 

will create an MFP webpage, which will be easy to find as a standalone site or 

through 5ŜǇŀǊǘƳŜƴǘ ǇǊƻƎǊŀƳǎΩ ŀƴŘ ǎǘŀƪŜƘƻƭŘŜǊ ƻǊƎŀƴƛȊŀǘƛƻƴǎΩ ǿŜōǎƛǘŜǎΦ  ¢ƘŜ 

webpage will contain all of the information from the paper informational packets, 

and will be updated regularly to ensure it is current.   

4. Newsletters ς The Community Choice Partnership MFP demonstration project will 

not have its own newsletter, but rather the MFP project director will work with 

existing provider, advocacy, or other newsletters/periodicals to include MFP content.  

This includes: 

a. Provider newsletters and 
magazines  

b. CILs 
c. ADRCs 
d. Aging newsletter 
e. Aging Horizons 
f. AARP website/electronic 

newsletter 
g. Montana Healthcare 

Association  

h. MHA, an association of 
healthcare providers 

i. Network of Care ς statewide 
mental health resources 

j. tŀǊŜƴǘǎ [ŜǘΩǎ ¦ƴƛǘŜ ŦƻǊ YƛŘǎ 
(PLUK) 

k. Montana Council on 
Developmental Disabilities 

l. MCI 
m. Montana Peer Network 
n. Various listservs 

 

5. Informational letters ς the project director or DPHHS public information officer will 

distribute informational letters as needed to create awareness or promote MFP. 

6. News releases ς the MFP project team will use news releases to share success 

stories or other information about MFP. 
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7. Facebook ς the MFP project team may ǳǎŜ 5tII{Ω Facebook page to share 

information about MFP. 

8. Video ς The Community Choice Partnership MFP demonstration may create 

outreach videos with peer success stories.  DPHHS may include the video on the 

project website, Department Facebook page, and on YouTube.  Transition 

coordinators may use the video as an outreach tool in institutions.  

9. Conference presentations ς the MFP project team will give formal presentations 

and meet regularly with community groups, providers, and other stakeholders to 

discuss the program. 

10. Regional meetings ς the Community Choice Partnership MFP project team will 

facilitate regional meetings with facility providers, Centers for Independent Living, 

and others to elicit best practices and additional input. 

11. Ombudsmen presentations ς Ombudsmen will add MFP information to the 

presentations they already conduct at nursing facilities. 

12. Free Media ς the MFP project team may use public radio, public service 

announcements, and other free media to market the demonstration.   

13. Web-based training ς the project team will create web-based training modules to 

support ongoing, consistent training on MFP-related topics including self-direction, 

transition processes, and conducting assessments.  These trainings will be directed 

at consumers, family members, providers, and State staff. 

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

conference and customize for Montana.  All outreach, educational, marketing, and 
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training material will be accessible in multiple formats.  Montana will provide outreach 

materials to CMS prior to use as required. 

Targeted Geographic Areas 
 

Outreach efforts will be statewide ς 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 widely.  Locations may include: 

1. LTSS facilities 
2. Residential senior living facilities 
3. PRTFs 
4. Senior centers 
5. Libraries 
6. CILs 
7. AAAs/ADRCs 

a. Information assistance 
counselors 

b. SHIP counselors 
8. Community agencies ς health 

clinics 
9. MMIS provider system 
10. Montana Mental Health 

Association (MMHA) 

11. National Association for Mental 
Illness (NAMI) 

12. OPAs 
13. Advocacy groups 
14. Hospitals 
15. Mental Health Centers 
16. Medical associations 
17. Mountain Pacific Quality Health 
18. Child serving agencies 
19. 5ƻŎǘƻǊǎΩ ƻŦŦƛŎŜǎ 
20. Tribal health programs 
21. School districts ς special 

education programs 
22. University schools of nursing 

 

Staff Training, State Forum, and Public Educational Seminars 
 

Montana has already begun public education efforts through community forums 

ƘŜƭŘ ŘǳǊƛƴƎ ǘƘŜ ǿǊƛǘƛƴƎ ƻŦ ǘƘŜ {ǘŀǘŜΩǎ ƻǇŜǊŀǘƛƻƴŀƭ ǇǊƻǘƻŎƻƭΦ  As need dictates, the MFP 

project team will continue hosting community forums throughout the Community 
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Choice Partnership MFP demonstration implementation to educate the public about 

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

MFP staff, contractors, and other stakeholders will receive classroom and 

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

1. Referral sources 
2. Discharge planners 
3. Case managers 
4. Transition coordinators 
5. Housing coordinator 
6. CIL staff 
7. Qualified, demonstration, and supplemental service providers  
8. ADRC staff 
9. Nursing facility (and other institutional) administrators 
10. Facility social workers and case managers 
11. PRTFs 
12. Mental Health Centers 
13. State agency staff 
14. Consumers and families 

 
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 

ǎŜǎǎƛƻƴǎ ǿƛƭƭ ƛƴŎƭǳŘŜΥ мύ ǇǊŜǎŜƴǘŀǘƛƻƴ ƻŦ aCt ǇǊƻƎǊŀƳ ƎƻŀƭǎΤ нύ ǘƘŜ {ǘŀǘŜΩǎ Community 

Choice Partnership MFP project; 3) detailed presentation of each tool and element to be 

used by staff/contractors in administering the program; 4) MFP eligibility policies and 

benefit packages; 5) relevant Montana Medicaid policies and benefits; and 6) Medicaid 

consumer rights and responsibilities.  The training will include modules specialized on 

individual roles 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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associated with each MFP role.  Training sessions may be recorded and available 

through the MFP website.  

aƻƴǘŀƴŀ ǿƛƭƭ ƳƻŘƛŦȅ ǘƘŜ ά!./ǎ ƻŦ bǳǊǎƛƴƎ IƻƳŜ ¢ǊŀƴǎƛǘƛƻƴΥ ŀƴ hǊƛŜƴǘŀǘƛƻƴ 

Manual for New Transition FaciliǘŀǘƻǊǎΣέ ŀ ǇǳōƭƛŎŀǘƛƻƴ ōȅ ǘƘŜ L[ Net National Training 

and Technical Assistance Program at Independent Living Research Utilization for use as a 

training manual for the Community Choice Partnership MFP demonstration.  The State 

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

coƴŦŜǊŜƴŎŜΣ ƳƻŘƛŦȅƛƴƎ ǘƘŜƳ ŦƻǊ aƻƴǘŀƴŀΩǎ ǳǎŜΦ 

Montana will require staff and contractors complete training before working 

with MFP participants.  

Draft Training Schedule 
 

Consumers and family members will receive training as they begin participating 

in the MFP demonstration, so are not included in the schedule below. 

May ς June 2014:  

¶ Outreach/marketing will begin to create an awareness of the Montana 

Community Choice Partnership MFP demonstration project, opportunities within 

the project, eligibility requirements, and other information to properly set 

expectations and inform advocates, facility providers, and auxiliary system 

providers.  Montana will continue to use community forums as well as the other 

medium described in the operational protocol. 

¶ MFP staff and contractors will receive informal training through the same 

outreach/marketing information used with advocates and providers. 
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¶ DPHHS will educate legislators about the demonstration project during the 

legislative session. 

July ς September 2014: 

¶ Formal MFP 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. 

¶ Ongoing outreach, marketing and education efforts will continue with providers, 

advocates, and community members throughout the State. 

Ongoing: 

¶ aƻƴǘŀƴŀΩǎ aCt ǘŜŀƳ ǿƛƭƭ ŎƻƴǘƛƴǳŜ ǘƻ Ƙƻǎǘ ŎƻƳƳǳƴƛǘȅ ŦƻǊǳƳǎΣ ǇǊŜǎŜƴǘ ŀǘ 

regional conferences, and work with individual facilities, providers, and advocacy 

groups regarding the State's MFP project. 

¶ 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 be created 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.  The State 

will find additional interpretation services if requested.  Many of the county OPAs have 

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 MFP demonstration project.  Montana 

has strong advocacy, consumer, and provider groups in each of the targeted participant 

areas ς DD, MI, SED, elderly, and physically disabled.  The Community Choice 

Partnership MFP demonstration will be unique in that it brings these assorted groups 

together to 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 bureau ς AMDD, 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 strengthening existing 

program relationships.  Montana is committed to working with experts across all areas 

of focus under MFP through the stakeholder advisory council. 

The State plans to augment the stakeholder advisory council established during 

the planning phase of this grant to include a housing authority representative and 

additional stakeholder representation as necessary.  The Community Choice Partnership 

MFP stakeholder advisory council will provide feedback guiding the development, 

implementation, and operations of the Community Choice Partnership MFP 

demonstration project.  This will be the setting for discussing lessons learned from the 

project and how to adjust the approach to reflect new insights.  Additionally, the 

Community Choice Partnership MFP stakeholder advisory council members will be 
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instrumental in promoting MFP statewide.  The MFP project director will head the MFP 

advisory council, which will meet regularly throughout the project.  

Stakeholder Involvement Chart 
 
The following chart depicts how stakeholders will be involved in the Community 

Choice Partnership MFP demonstration project. 

Figure 3: Stakeholder Involvement in MFP Demonstration Project 

 

Consumer and Family Involvement in Demonstration 
 

Montana views consumers and family member engagement as critical to the 

success of the Community Choice Partnership MFP demonstration 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 process.  The State developed the 

demonstration project through the planning grant, with most activities occurring in June 

and July 2012.  Consumers and family members participated in the process as members 

of the MFP planning stakeholder advisory council.  The advisory council met five times 
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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 meetings and 

encouraged additional interested parties to participate, supporting broader 

collaboration with all stakeholder groups. 

Table 9: Planning Stakeholder Advisory Council Members 

Member Representation 

Mike Mayer CIL 
Quentin Schroeter NAMI 
Mike Hanshew AARP 
Mavis Young Bear Fort Belknap Agency, Vocational Rehabilitation 
Linda Sandman Son Heaven Assisted Living 
David Trost {ǘΦ WƻƘƴΩǎ [ǳǘƘŜǊŀƴ aƛƴƛǎǘǊƛŜǎ 
Jan Wenaas Consumer Family Member 
aƛŎƘŀŜƭ hΩbŜƛƭ AWARE 
Troy Sprang Chief Dull Knife College 
Sheila Thompson Opportunity Resources Inc. 
Mark Boatman Consumer 

 

The State elicited additional consumer and family involvement through 

community forums.  The MFP planning team went to three cities in June ς Missoula, 

Billings, and Great Falls ς to meet with consumers, family members, providers, 

advocates, and other stakeholders.  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 expenses for consumers and family members to promote participation from 

individuals living in rural, outlying areas. 

Consumers and family members were provided access to written reports from 

each of the planning stakeholder advisory council and community forum meetings. 
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Montana also involved consumers and family members through a planning 

survey, focused on assessing the current LTSS system ς what is working well and where 

there is need for improvement ς and additional services and supports needed to 

support successful transitions for individuals with more complex needs. 

Community and Facility Provider Involvement in Demonstration 
 
Community and facility providers are also critical in the planning, 

implementation, and operations of the Community Choice Partnership MFP 

demonstration project.  Providers participated in the planning stakeholder advisory 

council and community forums alongside consumers and family members.  Both 

community and facility providers were represented.  Providers were also given access to 

written reports of the meetings. 

Consumer and Provider Roles and Responsibilities 
 

Consumers, family members, and advocates will continue to be central to 

ongoing stakeholder involvement throughout the implementation and operation phases 

of the Community Choice Partnership MFP demonstration.  Montana will encourage 

additional consumer and family member participation in MFP demonstration activities.  

The State wants to ensure that all targeted participant groups are represented on the 

Community Choice Partnership MFP stakeholder advisory council.  Montana 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.  The State also seeks active involvement from consumers 

and families in project evaluation. 

DPHHS collaborates closely with an active facility provider network.  Facility 

providers have worked closely with the Department to support transitions since 1999.  

These providers participated extensively in the MFP planning phase, and will be central 

to successful Community Choice Partnership MFP implementation and operations, as 

they facilitate choice for institutional consumers and their family members.  Facility 

providers will be a primary referral source.  They will also support outreach and 

education work by providing access to facilities for transition coordinators and peer 

advocates/mentors.  Facility providers will participate in transition teams, assisting with 

risk assessment and transition planning.  Providers will also participate in quality 

assurance activities, annual surveys, and other forums eliciting feedback.  Facility 

providers may also expand their service scope to include community-based services, 

helping to address provider and caregiver capacity issues, particularly in rural Montana. 

Community providers will also be vital to the Community Choice Partnership 

MFP demonstration project.  Their roles are similar to facility providers.  They will 

participate on the MFP Community Choice Partnership MFP stakeholder advisory 

council, support education and outreach efforts, serve as referral sources, participate in 

transition teams, 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 the Community Choice Partnership 

MFP demonstration project: 

¶ Community Choice Partnership MFP Stakeholder Advisory Council ς the 

Community Choice Partnership MFP stakeholder advisory council will continue 

to meet regularly throughout the demonstration project to monitor progress and 

provide other feedback on the demonstration.  The State will augment the group 

to include wider consumer and family representation as necessary. 

¶ Outreach and Education ς providers will be an important source of MFP project 

information for consumers and family members.  Consumers and family 

members will also support this work, particularly those who have previously 

participated in the MFP demonstration. 

¶ Referral source ς providers, specifically facility providers, will be an important 

referral source.  Families and consumers will also create referrals. 

¶ Transition team ς 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 care.  Consumers and 

family members will be central to team decision-making processes. 

¶ Quality assurance ς consumers and providers will support quality assurance 

work at the State through interviews and feedback. 



 

Montana ς Money Follows the Person Grant Application 74 

¶ Montana Council on Developmental Disabilities ς the MFP project team will 

engage the Montana Council on Developmental Disabilities, which is comprised 

of 50% consumers and family members as a project stakeholder. 

¶ Statewide Independent Living Council ς the MFP project team will also engage 

the SILC, which is comprised of a majority of persons with disabilities and reflects 

the diverse cultural, disability and geographical makeup of Montana. 

¶ Reporting ς the State will regularly report to consumer/family/advocacy groups 

to create a feedback loop.  IncludŜŘ ƛƴ ǘƘƛǎΣ aƻƴǘŀƴŀΩǎ aCt ǇǊƻƧŜŎǘ ǿƛƭƭ ǊŜǇƻǊǘ ƻƴ 

grant progress consistently to Montana Statewide Independent Living Council.  

¶ Consumer surveys ς the State will initially conduct a comprehensive survey to 

assess long term services and supports in Montana.  After 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. 

¶ Provider surveys ς the State will also survey providers to assess MFP 

implementation anŘ ƻǇŜǊŀǘƛƻƴǎ ŦǊƻƳ ǇǊƻǾƛŘŜǊǎΩ ǇŜǊǎǇŜŎǘƛǾŜǎΦ 

¶ State agency surveys ς the project will solicit feedback on the demonstration 

from collaborating State agencies. 

¶ Community forums/focus groups ς the State will periodically travel to 

communities statewide to elicit feedback on the MFP project and discuss 

regional topics, such as caregiver or housing capacity. 

¶ Peer mentoring ς consumers and families will serve as peer mentors in the MFP 

project.  



 

Montana ς Money Follows the Person Grant Application 75 

B.5 Benefits and Services 
 

aƻƴǘŀƴŀΩǎ aCt ǇŀǊǘƛŎƛǇŀƴǘǎ ǿƛƭƭ ōŜ ŜƴǊƻƭƭŜŘ ƛƴ ŀƴ ŜȄƛǎǘƛƴƎ ǿŀƛǾŜǊ ƻǊ {ǘŀǘŜ tƭŀƴ 

home and community based program during the MFP year.  MFP demonstration and 

supplemental services will be wrapped around the baseline of services and supports 

defined within each waiver or State Plan program. 

Service Delivery System for MFP Participants 
 
MFP services will be either fee-for-service or cost-based.  

Service Package Available for MFP Participants 
 
Transition coordinators/teams will assess MFP participants to determine needs 

and develop a plan of care.  Existing 1915c waivers will be included as qualified services 

within the MFP demonstration program.  Participants will continue to receive ongoing 

services through waivers or the State Plan program at the termination of their MFP 

demonstration project participation.  However, MFP participants and transition teams 

Ƴŀȅ ŀǳƎƳŜƴǘ ǘƘŜǎŜ ǎŜǊǾƛŎŜǎ ǿƛǘƘ ŘŜƳƻƴǎǘǊŀǘƛƻƴ ǎŜǊǾƛŎŜǎ ƛŦ ǊŜǉǳƛǊŜŘ ōȅ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ 

plan of care and within established cost parameters during their participation in the 

Community Choice Partnership MFP demonstration project.  

Montana Big Sky and SDMI 1915c Waivers 

 The Montana Big Sky waiver serves persons who are elderly and physically 

disabled in home and community based settings.  This waiver was established in 1983, 

and currently serves approximately 2,000 Montanans.  Montana Big Sky participants 

have the option of using self-direct services.  
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 aƻƴǘŀƴŀΩǎ ǿŀƛǾŜǊ for persons with SDMI was approved in December 2006.  

AMDD modeled the services available in this waiver off the Montana Big Sky waiver 

because of its comprehensive nature.  The differences are that Montana does not 

include self-direct options under its waiver for persons with SDMI, and the waiver offers 

one additional service ς 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 denotes 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.     

Table 10: Montana Big Sky and SDMI 1915c Waivers Benefits and Services 

Service Definition 

Adult Day 
Health 

Adult day health provides a broad range of health, nutritional, 
ǊŜŎǊŜŀǘƛƻƴŀƭΣ ŀƴŘ ǎƻŎƛŀƭ ǎŜǊǾƛŎŜǎ ƛƴ ǎŜǘǘƛƴƎǎ ƻǳǘǎƛŘŜ ǘƘŜ ǇŜǊǎƻƴΩǎ ǇƭŀŎŜ 
of residence in an outpatient setting, and includes transportation to 
the adult day health provider. 

Case 
Management 

Case management provides: 

¶ Development and review of the service plan with the consumer 

¶ Reevaluation of the service plan including a functional assessment 
and service delivery 

¶ Coordination of services 

¶ Linking consumers to other programs 

¶ Monitoring implementation of service plan 

¶ Ensuring health and safety 

¶ Addressing problems with respect to services and providers 

¶ Responding to crises 

¶ Being financially accountable for waiver expenditures for their 
consumers 

Community 
Supports ς 
Bonanza 
Option* 

Community Supports services include assisting the consumer with: 

¶ Basic living skills such as eating, drinking, toileting, personal 
hygiene, dressing, transferring and other activities of daily living 

¶ Improving and maintaining mobility and physical functioning 

¶ Maintaining health and personal safety 
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Service Definition 

¶ Carrying out household chores and preparation with meals and 
snacks 

¶ Accessing and using transportation (with providers possessing a 
valid Montana driverΩs license) 

¶ Participating in community experiences and activities 

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

¶ Receiving day care for medically fragile children who, because of 
their disability, cannot be served in traditional child care settings 

Community 
Transition 

Community Transition Services are non-recurring set-up expenses for 
individuals who are transitioning from an institutional or another 
provider-operated living arrangement to a living arrangement in a 
private residence where the person is directly responsible for his or her 
own living expenses. 

Consultative 
Clinical and 
Therapeutic 
Services 

Consultative Clinical and Therapeutic Services assist caregivers (paid or 
unpaid) in carrying out individual service plans and are necessary to 
ƛƳǇǊƻǾŜ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ƛƴŘŜǇŜƴŘŜƴŎŜ ŀƴŘ ƛƴŎƭǳǎƛƻƴ ƛƴ ǘƘŜ 
community.  The service is geared toward individuals with traumatic 
brain injuries or more complex disabilities that require a more clinical 
approach and specialized interventions.  Specific services may include: 

¶ Clinical evaluations by these professionals 

¶ Development of a supplemental home/community treatment plan 
which is incorporated into the individualΩs service plan 

¶ Training and technical assistance to implement the treatment 

¶ Monitoring the treatment and interventions 

¶ One-on-one consultation and support for paid and non-paid 
caregivers 

Consumer 
Goods and 
Services ς 
Bonanza 
Option* 

These are services, supports, supplies or goods only available under the 
self-directed Bonanza Option.  These items could include the purchase 
of appliances and vans, with or without modifications, when criteria 
and Department approval is in place. These items must address an 
ƛŘŜƴǘƛŦƛŜŘ ƴŜŜŘ ƛƴ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ ǇŜǊǎƻƴ-centered service and support 
plan and meet one of the following: 

¶ Decrease the need for other Medicaid services 

¶ Promote inclusion in the community 

¶ Promote the independence of the consumer 

¶ Fulfill a medical, social, or functional need based on unique cultural 
approaches 

¶ Increase the personΩs safety in the home environment 

Day 
Habilitation 

Day habilitation services focus on enabling individuals to attain their 
maximum functional level.  Day Habilitation includes assistance with 
acquisition, retention, or improvement in self-help, socialization and 
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Service Definition 

adaptive skills, which takes place in a non-residential setting, separate 
from the home or facility in which the consumer resides.  Services are 
normally provided four or more hours per day on a regularly scheduled 
basis, for one or more days per week. 

Dietetic 
Services 

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

¶ Evaluation and monitoring of nutritional status 

¶ Nutrition counseling 

¶ Therapy 

¶ Education and research 

Environmental 
Accessibility 
Adaptations 

Physical adaptations to the home, rŜǉǳƛǊŜŘ ōȅ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ ǎŜǊǾƛŎŜ 
plan, which are necessary to ensure 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 recipient would 
require institutionalization. 

Family 
Training and 
Support 

Services whereby an employee of a Child and Family Services provider 
enrolled with the Department is responsible for assisting families with 
training and support issues associated with their child aged 0 through 
21 with disabilities and not eligible for DD Services.  Specifically, Family 
Training and Support includes: 

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

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

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

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

¶ Providing emotional support to families, including active listening, 
problem solving and suggesting resources such as peers and others 
within the disability community who could offer support. 

¶ Advocating for the familyΩs needs with the case management team 
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Service Definition 

and others who may offer supports and services. 

¶ Assisting the family and case management team with transition and 
referral to special education, including Part B. 

Financial 
Management 
Services ς 
Bonanza 
Option* 

Financial management services provide finance, employer, payroll and 
related functions for the consumer/personal representative.  These 
services assure that the funds to provide services and supports 
outlined in the individual service plan are implemented through a self-
directed approach and are managed and paid appropriately as 
authorized.  This is a mandatory service for all participant directed 
waiver participants. 

Health and 
Wellness 

Offers consumers opportunities to engage in recreational, health 
promoting and wellness activities within their community. 
The service includes: 

¶ Classes on weight loss, smoking cessation, and healthy lifestyles 
such as άLiving Well with a Disabilityέ offered by Centers for 
Independent Living 

¶ Health club memberships 

¶ Art therapy 

¶ Costs associated with adaptive recreation activities such as skiing, 
horseback riding, and swimming 

Homemaker Homemaker services consist of general household activities provided 
to consumers unable to manage their own home or when the 
individual normally responsible for homemaking is absent. Homemaker 
services do not include personal care services available under State 
Plan Medicaid. 

Homemaker 
Chore 

Homemaker chore services are provided to consumers unable to 
manage their own home or when the consumer normally responsible 
for homemaking is absent.  Homemaker Chore activities includes 
cleaning a home requiring extensive cleanup beyond the scope of 
general household cleaning available under the Homemaker service; 
such as heavy cleaning (e.g., washing windows or walls); yard care; 
walkway maintenance; minor home repairs; wood chopping and 
stacking. 

Independence 
Advisor ς 
Bonanza 
Option* 

Independence Advisor (IA) services include an array of consumer-
directed support activities to ensure the ability of consumers to direct 
their care successfully. Consumers can choose from any qualified and 
enrolled provider. This is a mandatory service for consumer-direction. 

Non-Medical 
Transportation 

Transportation means travel furnished by common carrier or private 
vehicle for non-medical 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 
Therapy 

Occupational therapists may provide evaluation, consultation, training, 
and treatment.  These services are provided when the limits of 
Occupational Therapy Services under the approved State plan are 
exhausted.  The scope and nature of these services do not otherwise 
differ from Occupational Therapy Services furnished under the State 
plan, except that palliative therapies are allowed. 

Pain and 
Symptom 
Management 

Services support traditional and nontraditional approaches to pain and 
symptom management including, but not limited to, acupuncture, 
reflexology, massage therapy, craniosacral therapy, hyperbaric oxygen 
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 
Assistance 
Service 

Personal Assistance Services may include supervision for health and 
safety reasons, socialization, escort and transportation for non-medical 
reasons, or an extension of State Plan personal assistance services.  
Since the provision of personal assistance by legally responsible 
individuals is not available under the State Plan, individuals may use 
this service for assistance with activities of daily living (ADLs) by legally 
responsible individuals. 

Personal 
Emergency 
Response 
System (PERS) 

PERS is an electronic device, which enables certain individuals to 
secure help in the event of an emergency. The client may also wear 
ǇƻǊǘŀōƭŜ άƘŜƭǇέ ōǳǘǘƻƴ ǘƻ ŀƭƭƻǿ ŦƻǊ ƳƻōƛƭƛǘȅΦ ¢ƘŜ ǎȅǎǘŜƳ ƛǎ ŎƻƴƴŜŎǘŜŘ 
ǘƻ ǘƘŜ ǇŜǊǎƻƴΩǎ ǇƘƻƴŜ ŀƴŘ ǇǊƻƎǊŀƳƳŜŘ ǘƻ ǎƛƎƴŀƭ ŀ ǊŜǎǇƻƴǎŜ ŎŜƴǘŜǊ 
ƻƴŎŜ ŀ άƘŜƭǇέ ōǳǘǘƻƴ ƛǎ ŀŎǘƛǾŀǘŜŘΦ ¢ǊŀƛƴŜŘ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ǎtaff the 
response center. 

Physical 
Therapy 

Physical therapists may provide treatment training programs designed 
to: 1) preserve and improve abilities for independent function, such as 
range of motion, strength, tolerance, coordination, and ADLs; and 2) 
prevent, to the extent possible, irreducible or progressive disabilities 
through means such as orthotic prosthetic appliance, assistive and 
adaptive devices, positioning, behavior adaptations, and sensory 
stimulation. 

Post Acute 
Rehabilitation 
Services 

Post Acute Rehabilitation is a residential or a non-residential program 
for persons with a traumatic brain injury, or other severe disability that 
would benefit from these services.  Consumers are taught strategies to 
overcome barriers created by their disability, learn compensatory 
techniques for memory loss and behavior problems and relearn day-to-
day living skills.  The goal of this program is to facilitate integration into 
the community in addition to reducing the level of disability of the 
consumer. 

Prevocational 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 compliance, attending, 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 (LPN) or 
Registered Nurse (RN) licensed to practice in Montana.  These services 
are provided to an individual at home or in an adult residential care 
facility.  Private duty nursing services are medically necessary services 
provided to consumers who require continuous in-home 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 that may include personal 
assistance supports or habilitation to meet the specific needs of each 
resident; homemaker services; medication oversight; social activities; 
personal care; recreational activities, transportation; medical escort; 
and 24-hour on-site awake staff to meet the needs of the residents and 
provide supervision for safety and security. 

Respiratory 
Therapy 

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

Respite Care Respite care is temporary, short-term care provided to consumers in 
need of supportive care to relieve those persons who normally provide 
the care. Respite care is only utilized to relieve a non-paid caregiver. 

Senior 
Companion 

Senior Companion Services are directed at providing companionship 
and assistance. The service includes respite, socialization, supervision, 
and homemaking. 

Specialized 
Child Care for 
Medically 
Fragile 
Children 

This service provides day care for medically fragile children who, 
because of their disability, cannot be served in traditional childcare 
settings. 

Specialized 
Medical 
Equipment 
and Supplies 

Specialized medical equipment and supplies include devices, controls, 
or appliances, specified in the service and support plan, which enable 
consumers to increase their abilities to perform activities of daily living, 
or to perceive, control, or communicate with the environment in which 
they live and includes the provision of service animals. It also includes 
items necessary for life support, ancillary supplies and equipment 
necessary to the proper functioning of such items, and durable and 
non-durable medical equipment not available under Medicaid State 
plan. 



 

Montana ς Money Follows the Person Grant Application 82 

Service Definition 

Speech 
Therapy and 
Audiology 

Speech therapy may include: 
1) Screening and evaluation of individuals with respect to speech and 

hearing functions. 
2) Comprehensive speech and language evaluations when indicated 

by screening results. 
3) Participation in the continuing interdisciplinary evaluation of 

individuals for purposes of beginning monitoring 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 activities 
ǘƻ ŘŜǎƛƎƴ ǎǇŜŎƛŀƭƛȊŜŘ ǇǊƻƎǊŀƳǎ ŦƻǊ ŘŜǾŜƭƻǇƛƴƎ ŜŀŎƘ ƛƴŘƛǾƛŘǳŀƭΩǎ 
communication skills in comprehension, including speech, reading, 
auditory training, and skills in expression. 

Supported 
Employment 

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

Supported 
Living 

Supported living is a comprehensive habilitation service designed to 
support individuals with brain injuries, or other severe disabilities, in 
the community.  Supported living is a bundled service, which includes 
independent living evaluation, homemaking, habilitation aides, 
behavioral programming, non-medical transportation, specially trained 
attendants, day habilitation, residential habilitation, prevocational 
training, supported employment, 24-hour 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 consumer to be more independent.  These 
modifications would be specified in the service plan as necessary to 
enable the consumer to more fully integrate into the community and 
to ensure their health, safety and welfare. 

WRAP Wellness Recovery Action Plan (WRAP) is a manualized group 
intervention for adults with mental illness. WRAP guides participants 
through the process of identifying and understanding their personal 
wellness resources (άwellness toolsέ) and then helps them develop an 
individualized plan to use these resources on a daily basis to manage 
their mental illness. WRAP has the following goals: 
1) Teach participants how to implement the key concepts of recovery 
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Service Definition 

(hope, personal responsibility, education, self-advocacy, and 
support) in their day-to-day lives.  

2) Help participants organize a list of their wellness toolsτactivities 
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 an advance directive that guides 
the involvement of family members or supporters when he or she 
can no longer take appropriate actions on his or her own behalf.  

4) Help each participant develop an individualized post-crisis plan for 
use as the mental health difficulty subsides, to promote a return to 
wellness. 

 

Developmentally Disabled 1915c Waivers 

DDP operates three waivers ς 1) Comprehensive waiver for individuals with 

developmental disabilities; 2) Community supports waiver with more limited DD 

services and supports; and 3) Autism waiver providing benefits and services for children 

with autism up to eight years old.  Neither the community supports waiver nor autism 

waiver are relevant to the MFP demonstration project.  The benefits and services 

included in the comprehensive waiver are listed and defined the following table.  A fee 

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

narrative.   

Table 11: Developmental Disabilities Comprehensive Waiver Benefits and Services 

Service Definition 

Day 
Habilitation 

Services designed to assist individuals in acquiring, retaining, and 
improving self-help, socialization, and adaptive skills necessary to 
reside successful in home and community based settings.  These 
services are provided in day programs/settings. 

Homemaker Homemaker services consist of general household activities provided 
by a homemaker when the person regularly responsible for these 
activities is unable to manage the home and care for himself/herself or 
others in the home, or is engaged in providing habilitation and support 
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Service Definition 

services to the individual with disabilities.  Services include meal 
preparation, cleaning, simple household repairs, laundry, shopping for 
food and supplies, and routine household care. 

Live-in 
Caregiver 

Payment for additional costs of rent and food that can reasonably be 
attributed to an unrelated live-in caregiver who resides in the same 
household as the waiver participant.  Staff qualified to delivery 
residential habilitation provides live-in caregiver service. 

Residential 
Habilitation 

Services designed to assist individuals in acquiring, retaining, and 
improving self-help, socialization, and adaptive skills necessary to 
reside successfully in home 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, summer 
camp) designed to meet the safety and daily care needs of the 
ǊŜŎƛǇƛŜƴǘ ŀƴŘ ǘƘŜ ƴŜŜŘǎ ƻŦ ǘƘŜ ǊŜŎƛǇƛŜƴǘΩǎ ŎŀǊŜƎƛǾŜǊ ƛƴ ǊŜƭŀǘƛƻƴ ǘƻ 
reducing stress generated by the provision of constant care to the 
individual receiving waiver services. 

Supported 
Employment  

Supported employment is for persons with developmental disabilities 
who, because of their disabilities, need intensive ongoing support to 
perform in a work setting.  It provides the opportunity to work: work 
for pay in regular employment; integrate with non-disabled persons 
who are not paid caregivers; and receive long term support services in 
order to retain the employment.  Activities may include pre-placement 
activities, job market analysis/job development, job match/screening, 
job placement/training, ongoing assessment and support and service 
coordination, and transportation. 

WCCM ς 
Waiver-
funded 
/ƘƛƭŘǊŜƴΩǎ 
Case 
Management 

Services furnished to assist individuals in gaining access to needed 
medical, social, educational, and other services.  Case management 
includes comprehensive assessment and periodic reassessment, 
development and periodic revision of a specific plan of care, referral 
and related activities, monitoring and follow up activities. 

Occupational 
Therapy 
Services 

Occupational therapists may provide evaluation, consultation, training, 
and treatment. 

Physical 
Therapy 
Services 

Physical therapists may provide treatment training programs designed 
to: 1) preserve and improve abilities for independent function, such as 
range of motion, strength, tolerance, coordination, and ADLs; and 2) 
prevent, to the extent possible, irreducible or progressive disabilities 
through means such as orthotic prosthetic appliance, assistive and 
adaptive devices, positioning, behavior adaptations, and sensory 
stimulation. 
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Service Definition 

Psychological 
and 
Counseling 
Services 

Psychological and counseling services may include individual and group 
therapy; consultation with providers and caregivers directly involved 
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 evaluation of individuals with respect to speech and 

hearing functions. 
2) Comprehensive speech and language evaluations when indicated 

by screening results. 
3) Participation in the continuing interdisciplinary evaluation of 

individuals for purposes of beginning monitoring 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 activities 
ǘƻ ŘŜǎƛƎƴ ǎǇŜŎƛŀƭƛȊŜŘ ǇǊƻƎǊŀƳǎ ŦƻǊ ŘŜǾŜƭƻǇƛƴƎ ŜŀŎƘ ƛƴŘƛǾƛŘǳŀƭΩǎ 
communication skills in comprehension, including speech, reading, 
auditory training, and skills in expression. 

Personal 
Supports 

Personal supports are only available to participants who self-direct 
some or all of their services with employer authority.  The personal 
supports worker is hired by and the employee of the participant or the 
ǇŀǊǘƛŎƛǇŀƴǘΩǎ ǊŜǇǊŜǎŜƴǘŀǘƛǾŜΦ  ¢ƘŜ ǇŜǊǎƻƴŀƭ ǎǳǇǇƻǊǘǎ ǿƻǊƪŜǊ ŀǎǎƛǎǘǎ ǘƘŜ 
participant in carrying out daily living 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 available 
to assist in identifying immediate and long term needs, developing 
options to meet those needs, and accessing identified supports and 
services.  

Adult 
Companion  

Non-medical care, supervision and socialization, provided to a 
functionally impaired individual. Companions may assist or supervise 
the individual with such tasks as meal preparation, laundry and 
shopping, but do not perform these activities as discrete services. The 
provision of companion services does not entail hands-on nursing 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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Service Definition 

Support principal care giver licensed as an adult foster care provider who lives 
in the home. The total number of service recipients (including 
participants served in the waiver) living 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, including 
personal care, homemaker services, medication oversight, social 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 integral 
to and inherent in the provision of the personal 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 evaluation results for 
staff and unpaid caregivers providing services to enrolled waiver 
recipients.  

2) Designing, monitoring and modifying written behavior intervention 
procedures and skill acquisition procedures. Written plans of 
intervention developed by the BCBA generally require the 
collection of data by staff or unpaid caregivers providing direct 
support. Decisions made by the BCBA in designing, monitoring and 
modifying behavior intervention and skill acquisition procedures 
are generally based on the review and analysis 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 providing guidance 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 provide 
unpaid support, training, companionship or supervision to participants. 
For purposes of this service, individual is defined as any person, family 
member, neighbor, friend, companion, or co-worker who provides 
uncompensated care, training, guidance, companionship or support to 
a person served on the waiver.  This 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, use 
of equipment specified in the service plan, and includes updates as 
necessary to safely maintain the participant at home. Support must be 
aimed at assisting the unpaid caregiver in meeting the needs of the 
participant. 
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Service Definition 

Community 
Transition 
Services 

Community Transition Services are non-recurring set-up expenses for 
individuals who are transitioning from an institution to a DDP waiver 
funded HCBS residential service.  Allowable expenses are those 
necessary to enable a person to establish a basic household that do not 
constitute room and board and may include: 
1) Security deposits required to obtain a lease on an apartment or 

home. 
2) Essential household furnishings and moving expenses required to 

occupy and use a community domicile, including furniture, window 
coverings, food preparation items and bath/bed linens. 

3) Set-up fees or deposits for utility or services access, including 
telephone, electricity, heating and water. 

4) {ŜǊǾƛŎŜǎ ƴŜŎŜǎǎŀǊȅ ŦƻǊ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ƘŜŀƭǘƘ ŀƴŘ ǎŀŦŜǘȅΣ ǎǳŎƘ ŀǎ 
pest eradication and one-time cleaning prior to occupancy.  

5) Moving expenses. 
6) Necessary home accessibility adaptations. 
7) Activities to assess need, arrange for and procure needed 

resources. 

Dietician  These services provided by a registered dietitian or licensed nutritionist 
include meal planning, consultation with and training for caregivers, 
and education for the individual served.  The service does not include 
the cost of meals. 

Environmental 
Modification/ 
Adaptive 
Equipment 

Environmental modifications are physical adaptations to the home, 
required by the individualΩs plan of care, which are necessary to ensure 
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 
adaptations may include the installation of ramps and grab-bars, 
widening of doorways, modification of bathroom facilities, or 
installation of specialized electric and plumbing systems, which are 
necessary to accommodate the medical equipment and supplies, which 
are necessary for the welfare of the individual.  Environmental 
modifications may be made to a recipientΩs home or vehicle 
(wheelchair lift, wheelchair lock down devices, adapted driving 
controls, etc.) for the purpose of increasing independent functioning 
and safety or to enable family members or other caregivers to provide 
the care required by the recipient. 
 
Adaptive equipment necessary to obtain and retain employment or to 
increase independent functioning in completing activities of daily living 
when such equipment is not available through other sources may be 
provided. 

Individual Individual Goods and Services are services, supports or goods that 



 

Montana ς Money Follows the Person Grant Application 88 

Service Definition 

Goods and 
Services 

enhance opportunities to achieve outcomes related to living 
arrangements, relationships, inclusion in the community and work as 
clearly identified and documented in the service plan.  Items or 
services under individual goods and services fall into the following 
categories: 
1) Membership/fees 
2) Devices/supplies 

Meals This service provides hot or other appropriate meals once or twice a 
day, up to seven days a week. 

Personal Care Personal Care Services Include:  
1) Assistance with personal hygiene, dressing, eating and ambulatory 

needs of the individual. 
2) Performance of household tasks incidental to the personΩs health 

care needs or otherwise necessary to contribute to maintaining the 
individual at home. 

3) Supervision for health and safety reasons. 

PERS Personal Emergency Response System (PERS) is an electronic device 
that enables waiver participants to secure help m an emergency. The 
ǇŀǊǘƛŎƛǇŀƴǘ Ƴŀȅ ŀƭǎƻ ǿŜŀǊ ŀ ǇƻǊǘŀōƭŜ άƘŜƭǇέ ōǳǘǘƻƴ ǘƻ ŀƭƭƻǿ ŦƻǊ 
ƳƻōƛƭƛǘȅΦ ¢ƘŜ ǎȅǎǘŜƳ ƛǎ ŎƻƴƴŜŎǘŜŘ ǘƻ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ǇƘƻne and 
ǇǊƻƎǊŀƳƳŜŘ ǘƻ ǎƛƎƴŀƭ ŀ ǊŜǎǇƻƴǎŜ ŎŜƴǘŜǊ ƻƴŎŜ ŀ άƘŜƭǇέ ōǳǘǘƻƴ ƛǎ 
activated.  Trained professionals staff the response center. 

Private Duty 
Nursing 

Private Duty Nursing service is to provide medically necessary nursing 
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 are needed, whether in 
the home or in the individualΩs 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 by a licensed respiratory therapist and may 
include direct treatment to the individual, ongoing assessment of the 
personΩs medical conditions, equipment monitoring and upkeep, and 
pulmonary education and rehabilitation.  Without these services, 
individuals with severe pulmonary conditions would have to be 
institutionalized. 

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

 

Program for Youth with Serious Emotional Disturbances 1915 (i) HCBS State Plan  
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aƻƴǘŀƴŀΩǎ tw¢C ǿŀƛǾŜǊ ōŜƎŀn operating in 2007, and expired on September 30, 

2012.  CMHB submitted a successful application to CMS for a 1915c HCBS bridge waiver 

to continue services to families and youth currently on the PRTF demonstration 

waiver/grant.  CMHB has also submitted a successful 1915i HCBS State Plan program 

request to make HCBS services available statewide.  CMS approved the 1915(i) State 

Plan program to be effective on January 1, 2013.  Proposed Administrative Rules of 

Montana have been filed to support these changes. 

The benefits and services included in the 1915i HCBS State Plan program are 

listed and defined in the table below.  A fee schedule for these services is included as a 

separate attachment with the budget narrative. 

Table 12: Youth with SED State Plan Program Benefits and Services 

Service Definition 

Peer-to-Peer 
Services 

Peer-to-Peer services are designed to offer and promote support to the 
parent/guardian of the youth with SED and/or to the youth with 
SED.  Peer-to-peer services are geared toward promoting self-
empowerment of the parent or youth, enhancing community living 
skills and developing natural supports.  These services are intended to 
assist the parent/guardian or youth in being able to access appropriate 
formal and informal services for the youth in the community.  The 
individualized plan of care must identify a need for this service. 

Consultative 
Clinical and 
Therapeutic 
Services 

Consultative Clinical and Therapeutic Services provide treating 
physicians and mid-level practitioners with access to the psychiatric 
expertise and consultation in the areas of diagnosis, treatment, 
behavior, and medication management. 

Supplemental 
Supportive 
Service 

Customized Goods and Services allow for the purchase of services or 
goods not reimbursed by Medicaid.  These Customized Goods and 
Services typically are used by the youth to facilitate access to supports 
designed to improve and maintain the youth in the community.   

Education and 
Support 
Services 

Education and Support Services are provided to family members, 
unpaid caregivers, and persons providing treatment or otherwise 
involved in the youthΩs 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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Service Definition 

behavioral management. 

Family 
Support 
Specialist 

Family Support Specialist services provide support and interventions to 
parents and youth, under the guidance of the In-Home 
Therapist.  These services may include, but are not limited to: 
1) Assisting the In-Home Therapist in family therapy by providing 

feedback to the in-home therapist about observable family 
dynamics. 

2) Providing education to parents regarding their childΩs mental 
illness. 

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

4) Providing, as necessary, 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 tools 
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, Peer-to-Peer Specialist, In-
Home Therapist or Co-Occurring Service Provider when the following 
circumstances are met: 
1) The provider is traveling out of the location where the provider has 

its regular office, excluding satellite offices; 
2) The provider is traveling a distance greater than 25 miles one way 
ŦǊƻƳ ǘƘŜ ƻŦŦƛŎŜ ǘƻ ǘƘŜ ȅƻǳǘƘΩǎ ƘƻƳŜΤ 

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

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

5) The geographical factor and those providers authorized to receive 
ƛǘ ŀǊŜ ƛƴŎƭǳŘŜŘ ƛƴ ǘƘŜ ȅƻǳǘƘΩǎ Ǉƭŀƴ ƻŦ ŎŀǊŜΦ 

In-Home 
Therapy 

In-Home Therapists provide face-to-face, individual, and family therapy 
for youth and parent(s) or legal guardians in the youthΩs residence at 
times convenient for the youth and family.   

Non-Medical 
Transportation 

Non-Medical Transportation is the provision of transportation through 
common carrier or private vehicle for the youthΩs access to and from 
social or other nonmedical activities that are included in the waiver 
plan of care.  

Respite Care Respite Care is the provision of supportive care to a youth so as to 
relieve those unpaid persons normally providing day-to-day care for 
the youth from that responsibility.  Respite care services may be 
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Service Definition 

provided only on a short-term 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 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 youth; 
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/guardian; monitoring 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 family are 
ǊŜŎŜƛǾƛƴƎ ŎƻƴǘƛƴǳŜ ǘƻ ƳŜŜǘ ǘƘŜ ȅƻǳǘƘΩǎ ƴŜŜŘǎΤ ŜŘǳŎŀǘƛƴƎ ƴŜǿ ǘeam 
members about the wraparound process; and maintaining team 
cohesiveness.   

Specialized 
Evaluation 
Services 

Specialized Evaluation Services provide access to necessary evaluation 
services with brief consultation that are otherwise unavailable or not 
covered by state plan Medicaid or other ŦǳƴŘƛƴƎ ǎƻǳǊŎŜǎΦ ¢ƘŜ ȅƻǳǘƘΩǎ 
need for this service must be indicated in the plan of care. Services 
may include but are not limited to: Applied Behavior Analysis, 
psychosexual evaluation, and pharmacogenetic evaluation. 

Crisis 
Intervention 
Service 

Crisis Intervention Service includes a short-term (not greater than 14 
days) placement in a therapeutic group home or youth shelter home 
when intervention and short-term placement are necessary to avoid 
escalation and acute care admission.  If there is indication a higher 
level of service is necessary, appropriate referrals will be made for the 
youth.  Crisis Intervention Service allows families who are worn down 
and unable to continue coping an opportunity for their youth to 
receive this service while continuing to be involved with their youth.  

Co-Occurring 
Services 

Co-Occurring Services are designed to provide assessment/evaluation, 
education and treatment for co-occurring mental health and chemical 
dependency issues for youth through an integrated approach.  Co-
Occurring Services are intended to improve or maintain current levels 
ƻŦ ŦǳƴŎǘƛƻƴƛƴƎ ŀƴŘ ǘƻ ǊŜŘǳŎŜ ŦǳǊǘƘŜǊ ŜȄŀŎŜǊōŀǘƛƻƴ ƻŦ ǘƘŜ ȅƻǳǘƘΩǎ 
mental health and chemical dependency issues.  
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In addition to these services, Montana may offer the following MFP 

demonstration services when required bȅ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ Ǉƭŀƴ ƻŦ ŎŀǊŜΦ The benchmark to 

ǎŜǊǾŜ {95 ȅƻǳǘƘ ƘŀǾŜ ōŜŜƴ ǊŜƳƻǾŜŘ ǳƴŘŜǊ aƻƴǘŀƴŀΩǎ aCt ƎǊŀƴǘΦ  

 

1. MFP Transition Services  

DPHHS will support MFP participants in their transitions by paying one-time 

costs assessed as needed to support transitions.  These costs may include security 

ŘŜǇƻǎƛǘǎ όƛƴŎƭǳŘƛƴƎ ŦƛǊǎǘ ƳƻƴǘƘΩǎ ǊŜƴǘύΣ ƳƻǾƛƴƎ ŜȄǇŜƴǎŜǎΣ ǇŀȅƳŜƴǘ ǘƻǿŀǊŘ Ǉŀǎǘ ōƛƭƭǎ 

affecting ability to meet rental qualifications, set up fees or deposits for utilities or 

service access, furniture, other household goods, services needed for health and 

safety, and home accessibility adaptations.  Transition coordinators can authorize 

payment for up to $4,000 of goods and services without prior approval.  Transition 

services costs can exceed this amount with approval.   

Unit of Service: Unit ς consumers can receive more than one unit of transition 
service, as defined in their plans of care 

Rate: $2,000 

 

2. Regional Transition Coordinators  

wŜƎƛƻƴŀƭ ǘǊŀƴǎƛǘƛƻƴ ŎƻƻǊŘƛƴŀǘƻǊǎ ǿƛƭƭ ǇǊƻǾƛŘŜ ǎǳǇǇƻǊǘǎ ŦƻǊ ŎƻƴǎǳƳŜǊǎΩ ƴŜŜŘǎ ŀǎ ǘƘŜȅ 

transition from institutions to the community.   

¶ Transition coordinators will work with a team, including the consumer, family 

members, institutional providers, discharge planners, peer mentor/advocate, 

and community providers (including CILs) to develop a transition plan and 

oversee its implementation.   
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¶ Transition coordinators will coordinate services around the transition, 

including the transition 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 other MFP demonstration and 

supplemental services needed by the consumer to successfully transition.  

 

Unit of Service: 1 Transition 

Rate: $5,000 

 

3. Companion Services 

MFP adult and youth participants and/or family members may be paired, when 

appropriate and available, with peers for support before, during, and following their 

transitions.   

¶ Peers are persons or family members whose life experience provides 

expertise ǘƘŀǘ ǇǊƻŦŜǎǎƛƻƴŀƭ ǘǊŀƛƴƛƴƎ ŎŀƴΩǘ ǊŜǇƭƛŎŀǘŜΦ  tŜŜǊǎ ǿƛƭƭ ōŜƎƛƴ 

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.   

¶ Montana will partner with Centers for Independent Living, People First, 

Area Agencies on Aging, NAMI and other networks statewide to support this 

service. 

/ƻƳǇŀƴƛƻƴ ǎŜǊǾƛŎŜǎΣ ŀǎ ǿƛǘƘ ŀƭƭ ǎŜǊǾƛŎŜǎΣ ƘŀǾŜ ŀ ƭƛƳƛǘ ǿƛǘƘƛƴ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ Ǉƭŀƴ ƻŦ 

care.  The amount of this service approved and provided will vary based on the 
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needs of the individual.  CƻƳǇŀƴƛƻƴ ǎŜǊǾƛŎŜǎ Ŏŀƴƴƻǘ ōŜ ǇǊƻǾƛŘŜŘ ōȅ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ 

legally responsible relatives or those family members who normally provide the care. 

Unit of Service: 15 minutes 

Rate: $5.22 

 

4. Peer Mentor/Advocate 

Peer mentors or advocates have a different role than peer companions.  More than 

socialization, mentors/advocates work with consumers and family members to 

introduce them into the culture of disability.  A peer mentor/advocate serves as a 

consumer advocate and provides consumer information and support from a peer 

perspective.  Montana will partner with Centers for Independent Living, People 

First, and Consumer Direct, Area Agencies on Aging, NAMI, Local Advisory Councils, 

Montana Peer Network, Montana Mental Health Association 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.  Montana will 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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¶ Montana may support communication needs including hardware and 

associated costs to maintain connectivity or provide enhanced supervision, 

monitoring, and diagnostic needs. 

¶ Montana may purchase information technology equipment or software 

needed to support medication management.  

¶ Montana will seek out group purchasing for these products and services for 

participants. 

 

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 will use a geographic factor to reimburse providers traveling more than 25 

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 
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miles to provide services.  ¢Ƙƛǎ ǎŜǊǾƛŎŜ ǿŀǎ ƴƻǘ ŘŜŦƛƴŜŘ ǳƴŘŜǊ aƻƴǘŀƴŀΩǎ aCt ƎǊŀƴǘ 

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 Treatment Services 

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 a particular need for these services.  Under MFP, the State will 

support services to fill this gap. This demonstration service was removed from the 

ǎŎƻǇŜ ƻŦ aƻƴǘŀƴŀΩǎ aCt ƎǊŀƴǘΦ  

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 individuals who are disabled with accessibility 

needs to fully engage in employment, recreation, and social activities.  Making 

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: 

¶ MFP may pay costs associated with licensing, insuring, or maintaining a 

vehicle to promote independent vehicle usage.  

¶ The State may provide transportation vouchers to help participants access 

public transportation options. 

¶ The State may provide mileage reimbursement to support transportation 

needs. 

Thƛǎ ŘŜƳƻƴǎǘǊŀǘƛƻƴ ǎŜǊǾƛŎŜ ǿŀǎ ƴƻǘ ŘŜŦƛƴŜŘ ǳƴŘŜǊ aƻƴǘŀƴŀΩǎ aCt ƎǊŀƴǘ ŘǳŜ ǘƻ 

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 time.   Overnight or 

enhanced staffing supervision will be provided based on individual needs defined in 
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the plan of care.  Generally this service will be available for 30 to 45 days, 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 

Community Choice Partnership MFP demonstration project.  Montana plans to develop 

a Community First Choice service package, including personal assistance and additional 

ǎŜǊǾƛŎŜǎ ŀǊŜ ŎǳǊǊŜƴǘƭȅ ǇŀǊǘ ƻŦ aƻƴǘŀƴŀΩǎ {ǘŀǘŜ ǇƭŀƴΦ  The State intends to include this as 

a demonstration service once the analysis is complete and 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 each participant group.  MFP participants 

will be enrolled in a waiver or State Plan program upon entry into the MFP 

demonstration.  These qualified ǎŜǊǾƛŎŜǎ ŀǊŜ ƭƛǎǘŜŘ ŀǎ Ψv{Ω; demonstration services are 

ƳŀǊƪŜŘ ŀǎ Ψ5{ΩΦ 

Big Sky Waiver for Individuals who are Elderly or Physically 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 
$8.87/day) 

$274.97 

Case Management plus Supported 
Living Coordination 

X  1 month (based on 
$17.15/day) 

$531.65 

Community Supports Services ς 
Bonanza Option* 

X  15 minutes $5.22 

Community Supports Services ς 
Transportation Miles Bonanza Option 

X  1 mile $0.51 
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Services QS DS Unit Rate 

(Bonanza is the self-direction within 
the Big Sky Waiver)* 

Community Transition Services X  Service $2,000 

Consultative Clinical and Therapeutic 
Services 

X  Service $350 

Consumer Goods and Services ς 
Bonanza Option* 

X  Service or item $500 

Day Habilitation X  1 day $74.20 

Environmental Accessibility 
Adaptations ς Home Modification 

X  Service $4,000 

Family Training and Support X  15 minutes $7.86 

Financial Management Services ς 
Bonanza Option* 

X  1 month $160 

Health and Wellness X  Session $175 

Adaptive Recreational Therapy 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 $3.20 ς 
$4.08 

Homemaker Chore X  Service $250 

Independence Advisor ς Bonanza 
Option* 

X  1 month $160 

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 ς Evaluation  X  Visit $54.47 

Occupational Therapy ς Group X  15 minutes $12.99 

Occupational Therapy ς 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. 
Hypnosis and Biofeedback) 

X  Session $125 

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 Assistance Attendant ς 
Agency-Based 

X  15 minutes $4.45 ς 
$4.96 

Personal Assistance Nurse Supervision 
ς Agency-Based 

X  15 minutes $4.45 ς 
$4.96 

Personal Assistance Attendant ς Self-
Directed 

X  15 minutes $3.68 ς 
$4.16 

Personal Assistance Oversight ς Self-
Directed 

X  15 minutes $3.68 ς 
$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 Therapy ς Evaluation X  Visit $49.36 

Physical Therapy ς Group X  15 minutes $12.99 

Physical Therapy ς Individual X  15 minutes $22.05 

Post Acute Rehabilitation ς 
Community Residential Habilitation 

X  1 day $717.09 

Post Acute Rehabilitation ς 
Comprehensive Day Treatment 

X  1 hour $95.61 

Prevocational Services X  1 hour $7.24 

Private Duty Nursing ς LPN X  15 minutes $6.87 

Private Duty Nursing ς RN  X  15 minutes $8.14 

Registered Nurse Supervision X  15 minutes $11.25 

Residential Habilitation ς Assisted 
Living Facilities and Adult Foster Home 

X  1 day $70.65 

Res Hab ς Residential Hospice X  1 day $80 

Res Hab ς Child Foster Care X  15 minutes $100.80 

Res Hab ς Group Home X  1 day $145.91 

Res Hab ς TBI-AR X  1 day $100.80 

Respiratory Therapy Procedures X  15 minutes $8.14 

Respiratory Therapy X  Visit $25 

Respite Care X  15 minutes $3.20 ς 
$4.08 

Respite Care ς Assisted Living and 
Adult Foster Care 

X  Day $161.75 

Respite Care ς Hospital X  Day $360 

Respite Care ς Nursing Facility X  Day Medicaid 
rate 

Senior Companion X  15 minutes $1.25 

Specialized Child Care for Children X  15 minutes $5.22 
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Services QS DS Unit Rate 

Specialized Medical Equipment and 
Supplies 

X  Item $2,000 

Specially Trained Attendant X  15 minutes $5.22 

Specially Trained Attendant ς LPN X  15 minutes $6.87 

Specially Trained Attendant ς RN  X  15 minutes $8.14 

Speech Therapy ς Evaluation X  Visit $114.20 

Speech Therapy ς Group X  15 minutes $18.34 

Speech Therapy ς 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 Services ς Group   X Visit $9 

Addictive Treatment Services ς 
Individual 

 X 15 minutes $11.25 

Companion Services  X 15 minutes $5.22 

Connecting Information Technology ς 
Purchase  

 X Item $800 

Connecting IT ς Set Up  X Service $100 

Connecting IT Monthly  X 1 month $58 

Connecting IT ς Medication 
Management Technology Purchase 

 X Item $900 

Connecting IT ς Monitoring, 
Diagnostic Information Technology 
Purchase 

 X Item $700 

Connecting IT ς Monitoring, 
Diagnostic Information Technology 
Monthly 

 X 1 month $150 

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 ς Licensing, 
Insuring, Maintaining  

 X Service  $1,650 

Transportation Supports ς 
Transportation Vouchers 

 X 1 trip $12.16 

Transportation Supports ς Mileage 
Reimbursement 

 X 1 mile $0.50 

 
 
Waiver for Individuals with Severe Disabling Mental Illness 
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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 

Habilitation Aide X  1 hour $18.08 

Health and Wellness X  Session $175 

Adaptive Recreational Therapy 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 

Illness 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 ς Evaluation  X  Visit $54.47 

Occupational Therapy ς Group X  15 minutes $12.99 

Occupational Therapy ς 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. 
Hypnosis and Biofeedback) 

X  Session $125 

Specialized Nursing Services X  Session $70 

Pain Mitigation 
Counseling/Coaching 

X  Treatment $650 

Reflexology X  Session $70 

Personal Assistance Attendant  X  15 minutes $4.96 

1 day $9.74 

Personal Assistance Nurse Supervision 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 ς LPN X  15 minutes $6.87 

Private Duty Nursing ς RN  X  15 minutes $8.14 
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Services QS DS Unit Rate 

Psychosocial Consultation (extended 
state plan services) 

X  15 minutes $12.92 

Registered Nurse Supervision X  15 minutes $11.25 

Residential Habilitation ς Assisted 
Living Facilities and Adult Foster Home 

X  1 day $71.67 

Residential Habilitation ς Group Home X  1 day $145.91 

Respiratory Therapy Procedures X  15 minutes $8.14 

Respite Care X  15 minutes  $4.08 

Respite Care ς Assisted Living X  Day $158.78 

Respite Care ς Nursing Facility X  Day Medicaid 
rate 

Specialized Medical Equipment and 
Supplies 

X  Item $2,000 

Specially Trained Attendant X  15 minutes $5.22 

Supported Employment X  15 minutes $12.12 

Supported Living X  1 day $213.20 

Transportation ς Miles  X  1 mile $0.33 

Transportation ς Trip  X  1 trip $12.16 

Wellness Recovery Action Plan X  Registration $142.34 

Companion Services  X 15 minutes $5.22 

Connecting Information Technology ς 
Purchase  

 X Item $800 

Connecting IT ς Set Up  X Service $100 

Connecting IT Monthly  X 1 month $58 

Connecting IT ς Medication 
Management Technology Purchase 

 X Item $900 

Connecting IT ς Monitoring, 
Diagnostic Information Technology 
Purchase 

 X Item $700 

Connecting IT ς Monitoring, 
Diagnostic Information Technology 
Monthly 

 X 1 month $150 

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 ς 
Group  

 X Visit $9 

Substance Use Related Disorders 
Counseling ς Individual 

 X 15 minutes $11.25 

Transportation Supports ς Licensing,  X Service  $1,650 
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Services QS DS Unit Rate 

Insuring, Maintaining  

Transportation Supports ς 
Transportation Vouchers 

 X 1 trip $12.16 

Transportation Supports ς Mileage 
Reimbursement 

 X 1 mile $0.50 

Vehicle Modification  X Service  $4,000 

 
Waiver for Individuals with Developmental Disabilities 
 

Services QS DS Unit Rate 

Adaptive Equipment X  Item Actual cost + 
admin 

Adult Companion X  1 hour $17.90 

Adult Foster Support X  1 month $639.50ς
$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 
$13.07ς$13.66 
+ $6.37ς$7.93 
consumer pd 

Dietician X  1 hour $56.48 

Environmental 
Modification/Adaptive Equipment  

X  Item Actual cost + 
admin 

Individual Goods and Services X  Cost Actual cost + 
admin 

Homemaker X  1 hour $17.90 

Live-in 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 ς LPN X  1 hour $27.48 

Private Duty Nursing ς RN  X  1 hour $32.56 

Psychosocial and Counseling 
Services 

X  1 hour $56.42 

Residential Habilitation ς X  1 day Staff hrs x 
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Services QS DS Unit Rate 

Residential Community Home $17.74ς$25.16  

Residential Habilitation ς /ƘƛƭŘǊŜƴΩǎ 
Group Home 

X  1 day Staff hrs x 
$20.55ς$21.46 

Residential Habilitation ς Supported 
Living 

X  1 hour $19.94ς$27.54 

1 month $598.10 ς 
$897.15 

Residential Habilitation ς 
Residential Training Supports 

X  1 hour $19.81ς$27.39 

Respiratory Therapy Procedures X  1 hour $34.29 

Respite Care X  1 hour $13.48 

1 month Monthly fee + 
15% 

Respite Care ς Assisted Living X  Day $158.78 

Respite Care ς Nursing Facility X  Day Medicaid rate 

Speech Therapy Services X  1 hour $56.06 

Supported Employment X  1 month $353.01ς
$1,042.22 

1 hour, exception 
rate 

$33.62 

Supports Brokerage X  1 hour $25.85 

Transportation ς Miles  X  1 mile State Plan rate 

Transportation ς Week  X  1 week $0.803/indiv 
$0.4015/group 

Transportation ς Month  X  1 month State Plan rate 

WCCM ς Waiver-ŦǳƴŘŜŘ /ƘƛƭŘǊŜƴΩǎ 
Case Management 

X  15 minutes $15.45 

Addictive Treatment Services ς 
Group  

 X Visit $9 

Addictive Treatment Services ς 
Individual 

 X 15 minutes $11.25 

Companion Services  X 15 minutes $5.22 

Connecting Information Technology 
ς Purchase  

 X Item $800 

Connecting IT ς Set Up  X Service $100 

Connecting IT Monthly  X 1 month $58 

Connecting IT ς Medication 
Management Technology Purchase 

 X Item $900 

Connecting IT ς Monitoring, 
Diagnostic Information Technology 
Purchase 

 X Item $700 

Connecting IT ς Monitoring, 
Diagnostic Information Technology 

 X 1 month $150 
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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 ς 
Licensing, Insuring, Maintaining  

 X Service  $1,650 

Transportation Supports ς 
Transportation Vouchers 

 X 1 trip $12.16 

Transportation Supports ς Mileage 
Reimbursement 

 X 1 mile $0.50 

Vehicle Modification  X Service  $4,000 

 
State Plan Program for Youth with Severe Emotional Disturbance  
 

Services QS DS Unit Rate 

Co-Occurring Services X  Visit $123.50 

Consultative Clinical and 
Therapeutic Services 

X  Consultation $80 ς $120 

Crisis Intervention Service X  1 day (cannot 
exceed 14 days) 

$200 

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 

Peer-to-Peer Services ς to parent X  15 minutes $11 

Peer-to-Peer Services ς to youth X  15 minutes $10 

Respite Care  X  15 minutes $5.32 

1 day $200 

Specialized Evaluation Services X  Evaluation with 
consultation 

Actual cost 
($1,500 

cap/enrollmen
t year) 

Supplemental Supportive Service X  Service Actual cost 
($1,000 

cap/enrollmen
t year) 

Wraparound Facilitation X  15 minutes $15 

Addictive Treatment Services ς 
Group  

 X Visit $9 
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Services QS DS Unit Rate 

Addictive Treatment Services ς 
Individual 

 X 15 minutes $11.25 

Companion Services  X 15 minutes $5.22 

Connecting Information 
Technology ς Purchase  

 X Item $800 

Connecting IT ς Set Up  X Service $100 

Connecting IT Monthly  X 1 month $58 

Connecting IT ς Medication 
Management Technology Purchase 

 X Item $900 

Connecting IT ς Monitoring, 
Diagnostic Information Technology 
Purchase 

 X Item $700 

Connecting IT ς Monitoring, 
Diagnostic Information Technology 
Monthly 

 X 1 month $150 

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 
 

aƻƴǘŀƴŀΩǎ aCt ŘŜƳƻƴǎǘǊŀǘƛƻƴ ǇǊƻƧŜŎǘ model is consumer-driven.  Participants 

and their family members will be involved in all key MFP processes including assessment, 

care planning, transitioning, supervising and determining the effectiveness of existing 

services and supports, and revising of plans of care.  The transition team will ensure that 

participants have access to the assistance and support that is available under the 

demonstration including back-up systems and supports, and supplemental support 

services in addition to the usual HCBS package of services. 

Description of Educational Materials 
 

The informational packet, described in Section B.3, will contain educational 

materials about the procedures for participants to access needed assistance and 

supports.  All potential participants will receive a copy of this packet, and portions will 

also be used for training.  

Description of 24-Hour Back Up Systems 
 

Participants will develop 24-hour back up systems with their case management 

team.  Transition team members will participate in the development of back-up plans, 

which must be developed before a consumer transitions to the community.  Plans will 

vary based on the target population.   

¶ Clients with developmental disabilities transitioning from MDC have 24-

hour on call staff immediately upon transition.  As DD consumers begin 

participating in MFP, many will transition to supported living environments, 
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which also have 24-hour staffing.  Consumers with developmental disabilities 

will also develop 24-hour back up plans to ensure participants have 

uninterrupted access to critical services and supports. 

¶ Youth with SED transitioning from PRTFs have a crisis plan developed upon 

discharge home in conjunction with their wraparound team.  Crisis plans are 

individualized and specific to the youth and family.  The plans are informed 

by a functional behavior assessment inclusive of youth and families.  If the 

Ǉƭŀƴ ŘƻŜǎƴΩǘ ǿƻǊƪ ƛƴ ŎǊƛǎƛǎΣ ƛǘ ƛǎ ƳƻŘƛfied.  This population is removed from 

aƻƴǘŀƴŀΩǎ aCt ōŜƴŎƘƳŀǊƪǎ effective June 2016. 

¶ Participants with SDMI develop a Wellness Recovery Action Plan (WRAP) 

with their case management team, which 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 Appendix F-2. 

¶ Participants who are elderly or physically disabled transitioning from a 

nursing facility will develop a back-up plan with their case management team.  

In addition, all consumers will have a PERS to provide 24-hour back-up 

support if needed.   

The 24-hour back-up plans for all populations 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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Consumers with 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 

ii) 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 have 24-hour staffing.  Participants self-directing 

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 back-up services 

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 back-up supports.   

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 

ŀōǳǎŜΣ ƴŜƎƭŜŎǘΣ ŀƴŘ ŜȄǇƭƻƛǘŀǘƛƻƴ ǘƘǊƻǳƎƘ ǘƘŜ {ǘŀǘŜΩǎ !Řǳƭǘ tǊƻǘŜŎǘƛǾŜ {ŜǊǾƛŎŜǎ ό!t{ύ ŀƴŘ 

Child Protective Services (CPS) phone lines.  There is a statewide CPS toll free telephone 

number available 24-hours a day that receives and triages reports.  Cases opened by 
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APS or CPS will be investigated until a safe resolution for the consumer is made.  These 

toll free numbers are widely published across the State. 

All consumers are advised to call 911 in the event of a crisis where health or 

safety is in immediate jeopardy. 

 
Participants who are Elderly, have Physical Disabilities, or have Severe Disabling Mental 
Illness 
 

MFP participants who are elderly, physically disabled, or have SDMI will develop 

a 24/7 back up plan with their transition team, including their case management teams.  

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 

ii) Secondary supports and services available through informal support network 

iii) Personal emergency response system 

iv) Emergency back up 

 
Consumers will identify primary back-ups for all critical supports and services in 

their plans of care.  Primary back-ups will include provider agencies and individuals who 

have been engaged to provide critical, emergency, and back-up services and supports. 

Montana requires agency-based providers to ensure continuity of care by providing 

coverage for no-shows and other unexpected changes in planned service delivery for 

critical needs.  This provides 24-hour back up for direct service workers. 

In back-up plans, consumers will identify one or more individuals within their 

personal support structure who may provide back-up services and supports to them in 
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the event that other back-ups fail.  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 back-up 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 

ǎǇŜŀƪŜǊ ƛƴǎǘŀƭƭŜŘ ƛƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ƘƻƳŜΦ  .ŀǎŜŘ ƻƴ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ ǊŜǎǇƻƴǎŜ ǘƻ 

questions, the responder contacts the appropriate supports.  The consumer provides 

names and contact information of people to be contacted in the event of PERS 

activation when the unit is installed.  When necessary, the responder can also contact 

911 on behalf of the individual. 

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 

ŀōǳǎŜΣ ƴŜƎƭŜŎǘΣ ŀƴŘ ŜȄǇƭƻƛǘŀǘƛƻƴ ǘƘǊƻǳƎƘ ǘƘŜ {ǘŀǘŜΩǎ !t{ ŀƴŘ /t{ ǇƘƻƴŜ ƭƛƴŜǎΦ  /ŀǎŜǎ 

opened by APS or CPS will be investigated until a safe resolution for the consumer is 

made.  These toll free numbers are widely published across the State. 

All consumers are advised to call 911 in the event of a crisis where health or 

safety is in immediate jeopardy. 

 
Participants with Serious Emotional Disturbance (PRTF) 
 

¢Ƙƛǎ ǇƻǇǳƭŀǘƛƻƴ Ƙŀǎ ōŜŜƴ ǊŜƳƻǾŜŘ ŦǊƻƳ aƻƴǘŀƴŀΩǎ aCt ōŜƴŎƘƳŀǊƪǎ effective 

June 2016 due to CMS budget reallocation.  MFP participants with SED will develop a 

24/7 back up plan 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 

ii) Secondary supports and services available through informal support network 

iii) Emergency back up 

 
Consumers, family members, and the wraparound team will identify primary 

back-ups for all critical supports and services in their plans of care.  Primary back-ups 

will include provider agencies and individuals who have been engaged to provide critical, 

emergency, and back-up services and supports. Montana requires agency-based 

providers to ensure continuity of care by providing coverage for no-shows and other 

unexpected changes in planned service delivery for critical needs.  This provides 24-hour 

back up for direct service workers. 

In back-up plans, consumers and families will identify one or more individuals 

within their personal support structure who may provide back-up services and supports 

to them in the event that other back-ups 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 back-up supports.   

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 

ŀōǳǎŜΣ ƴŜƎƭŜŎǘΣ ŀƴŘ ŜȄǇƭƻƛǘŀǘƛƻƴ ǘƘǊƻǳƎƘ ǘƘŜ {ǘŀǘŜΩǎ /t{ ǇƘƻƴŜ ƭƛƴŜǎΦ  There is a 

statewide CPS toll free telephone number available 24-hours a day that receives and 
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triages reports.  Cases opened by CPS will be investigated until a safe resolution for the 

consumer is made.  These toll free numbers are widely published across the State. 

All consumers are advised to call 911 in the event of a crisis 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 1-800 number to triage 24/7 backup calls.  This number 

would serve all MFP participants. 

Integrated into the back-up planning process is the risk assessment and 

mitigation planning.  The transition team will assess risks for each participant in a 

consensus process led by the consumer and family with involvement from providers, 

staff, and discharge planners.  Each program will use its own risk assessment forms and 

mitigation processes, which are currently in place.  The identified risks and mitigation 

approaches will be reflected in the 24-hour back-up plan. 

Montana will evaluate the effectiveness of emergency back-up plans through its 

quality management system.  The State will require consistent reporting from the case 

management teams working with the targeted MFP populations, as well as the agency 

and emergency response back-ups.  This will support consistent data to assess the 

effectiveness and reliability across the spectrum of approaches and teams.  The data will 

inform ongoing quality improvement to back-up plans.  These reporting requirements 

will be in place before MFP transitions begin. 

Transition coordinators and case managers will also monitor individual 

ǇŀǊǘƛŎƛǇŀƴǘΩǎ ǳǎŀƎŜ ƻŦ ōŀŎƪ-ǳǇ ǎȅǎǘŜƳǎΦ  CǊŜǉǳŜƴǘ ǳǎŀƎŜ Ƴŀȅ ƛƴŘƛŎŀǘŜ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ 
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service providers and supports are not functioning well, and the plan of care may need 

to be modified.   

Grievance and Resolution Process for Back-Up System Failures 
 

MFP participants can file grievances about the failure of backup systems in 

multiple ways.  They can: 1) file grievances with their provider or case management 

agency; 2) call the /ƛǘƛȊŜƴǎΩ Advocate 800 number or the Department; or 3) submit 

complaints through the Medicaid consumer hotline.  All grievances about back-up 

system failures will be integrated into the quality management system.  The State will 

monitor provider performance and identify program improvement strategies, when 

necessary, based on this data.  This 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 the indiviŘǳŀƭΩǎ ǘǊŀƴǎƛǘƛƻƴ ǘŜŀƳ ǿƛƭƭ ŀǎǎƛǎǘ ǿƛǘƘ ǘƘŜ ǊŜǎƻƭǳǘƛƻƴ 

process.  Participants will be instructed to contact their transition coordinator, peer 

advocate/mentor, case manager, or other member of their transition team when back-

up systems fail.  These individuals will determine the reason for the problem and 

develop, along with the participant, improvement strategies to resolve the problem. 

Montana will include instructions for reporting 24-hour back up system failures 

with the participant information used to supplement the MFP informational packet once 

a consumer decides to participate in the demonstration.  This information will also be 

available on the MFP webpage. 
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Additional Consumer Quality Assurances 
 

In addition to a consumerΩs plan of care and 24-hour back-up system plan, the 

State will also have a risk assessment and mitigation plan and critical incident response 

system (CIRS) to ensure quality, health, and safety for MFP participants. 

The transition team develops the risk assessment and mitigation plan during the 

transition assessment process.  The assessment covers: health and medical conditions, 

caregiver and support needs, financial situation, legal issues, housing availability, 

linkages with medical and health care providers, identification with the transitioning 

community, and other factors that may adversely affect the welfare and safety of the 

participant.  The plan of care will contain a section devoted to measures that address 

risk factors and a mitigation plan for each participant.  /ƻƴǎǳƳŜǊΩǎ ōŀŎƪ-up plans will 

also reflect identified risks by focusing on service areas or supports deemed particularly 

critical or risk prone. 

Critical incidents may include abuse, neglect, exploitation, unexpected 

hospitalizations, injuries, medication errors, or other incidents negatively impacting a 

ǇŀǊǘƛŎƛǇŀƴǘΩǎ ƘŜŀƭǘƘ ŀƴŘ ǎŀŦŜǘȅΦ  Transition coordinators, peer advocates/mentors, and 

case managers will educate participants about how to recognize a critical incident and 

how to respond.  Each participant will have a reference guide with names and phone 

numbers to use in critical incidences.  Each DPHHS HCBS waiver and State Plan program 

has a CMS-approved CIRS system that will be used by MFP participants. 
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B.7 Self-Direction 
 

Montana offers self-direction opportunities for three of the targeted populations 

ς 1) consumers who are elderly, 2) consumers with physical disabilities, and 3) 

consumers with developmental disabilities not living in a congregate setting.  The 

current self-direct opportunities will remain the same within the Community Choice 

Partnership MFP demonstration project.  During the initial assessment, the transition 

ǘŜŀƳ ǿƛƭƭ ŜȄǇƭƻǊŜ ǘƘŜ ǇƻǘŜƴǘƛŀƭ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŎŀǇŀŎƛǘȅ ŀƴŘ ŘŜǎƛǊŜ ǘƻ ǎŜƭŦ-direct her/his 

own services.  Consumers who are elderly, physically disabled, or have developmental 

disabilities wanting to pursue self-direction will have the current self-direct resources 

join their transition teams.  This may be an independence adviser (for consumers who 

are elderly or physically 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 care.  However, the State anticipates 

that none of the transitioning consumers with developmental disabilities will be eligible 

for self-direction.    

aƻƴǘŀƴŀΩǎ .ƻƴŀƴȊŀ ƻǇǘƛƻƴ ǳƴŘŜǊ ǘƘŜ aƻƴǘŀƴŀ .ƛƎ {ƪȅ ²ŀƛǾŜǊ ŦƻǊ consumers 

who are elderly or physically disabled is a consumer-directed model where participants 

plan and direct 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.  One unique feature of the program is that consumers can pay legally 

responsible individuals for care up to 40 hours per week.  Montana offers training for 

consumers selecting self-directed care to support them in managing their care 
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successfully.  Participants receive initial training where they are assisted in selecting a 

certified independence advisor.  Consumers will work with independence advisors to: 

1. Learn how to successfully self-direct services. 

2. Develop a person-centered Service Plan. 

3. Access waiver services, Medicaid State Plan services, and other needed 

medical, social or educational services regardless of funding source. 

4. Develop, implement, and monitor a monthly spending plan. 

5. Identify risks and develop a plan to manage those risks. 

6. Develop an individualized emergency backup plan. 

7. Make allowable purchases and ensure those purchases are listed in the 

spending plan. 

8. Negotiate payments for necessary and allowable goods and services. 

9. Work with the financial manager to track expenditures. 

10. Monitor the provision of the services to ensure the consumerΩs 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. 

Consumers and independence advisors interact routinely with a 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) certify and enroll the independence 

advisor; and 5) monitor spending in the services and supports plan.  

The waivers and State Plan program services that do not explicitly include self-

directed services emphasize consumer choice and control through their inclusive 

approach to case 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 comprising their plans of care.   

Current self-direction forms from the approved Big Sky waiver are included in 

the appendices. 

Voluntary Self-Direction Termination 
 

Consumers choosing to self-direct may opt out of this option at any time, and 

receive agency-based services under the traditional model of service delivery.  

Consumers would notify their independence advisor, who works with others as 

appropriate to coordinate services and supports to ensure no break in vital services and 

a timely revision of the service plan.  The consumer will participate in a planning 

meeting to determine precisely what the individual wants with their resource allocation 

in a traditional model of service delivery. 

The case manager or independence advisor will record the reason for the return 

in the quality management database.  The MFP project team will analyze the data and 

ƭƻƻƪ ŦƻǊ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ǘƻ ƛƳǇǊƻǾŜ aƻƴǘŀƴŀΩǎ ǎŜƭŦ-direction programs through additional 

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

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

State Termination of Self-Direction 
 

The State will intervene when the quality management system or other source 

identifies an instance where the participant-directed option is not in the best interest of 

the consumer because of a health or safety issue posing an undue risk to the consumer 

or others.  The team will develop and implement a corrective action plan to address the 

presenting issues, including additional training or change of a personal/authorized 

representative.  If the prescribed interventions do not ameliorate the situation, the 

consumer will be informed in writing of the plan to transfer to the traditional provider 

managed service delivery model.  This could occur due to failure to follow self-direct 

policies, mismanagement of the individual budget or failure to participate in the 

planning of their services.  The independence advisor will ensure that no break in vital 

services and a timely revision of the service plan occurs.  The consumer may appeal this 

decision by requesting a fair hearing through the DPHHS Fair Hearing process. 

State Self-Direction Goal  
 

[Ŝǎǎ ǘƘŀƴ н҈ ƻŦ aƻƴǘŀƴŀΩǎ .ƛƎ {ƪȅ ²ŀƛǾŜǊ and approximately 8% of waiver 

consumers with developmental disabilities opt for self-directed care.  The State believes 

that none of the MFP participants with developmental disabilities will use self-direction 

because of their care needs and the fact that most, if not all, will reside in congregate 

settings.  If the two percent rate remains the same under the Community Choice 
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Partnership MFP demonstration project, that means five people of the total MFP 

population of 235 will use self-direction.   

Montana would like to see this figure increase to address the growing care gap in 

the State.    An obstacle to further self-direction expansion under the Big Sky Waiver has 

been training capacity.  The State will address this issue under the Community Choice 

Partnership MFP demonstration project by implementing a new training approach.  The 

MFP project director will conduct an analysis of available training approaches within the 

first year of the project.  One possibility is the consumer-directed training series from 

ǘƘŜ ±ƻŎŀǘƛƻƴŀƭ wŜƘŀōƛƭƛǘŀǘƛƻƴ LƴǎǘƛǘǳǘŜ ƛƴ tŜƴƴǎȅƭǾŀƴƛŀΦ  9ȄǇŀƴŘƛƴƎ aƻƴǘŀƴŀΩǎ training 

approach beyond in-person training will support more individuals in successfully self-

directing their care.  aƻƴǘŀƴŀΩǎ Ǝƻŀƭ ƛǎ ǘƻ ƘŀǾŜ у% of the participants who are elderly or 

physically disabled self-directing their care by 2016.  The State plans to place further 

increase the number of participants self-directing using the following approaches: 

¶ Implementing a State Plan option under Community First Choice, which will 

focus on increasing self-direction. 

¶ DDP is implementing a standalone self-direction waiver for individuals with 

developmental disabilities, which should take effect in July 2013.  DDP is 

planning to further promote self-direction under this waiver. 

¶ The Senior Long Term Care (SLTC) Division is reevaluating how to promote self-

direction within the Big Sky Waiver for consumers who are elderly or physically 

disabled.   
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¶ The Addictive and Mental Disorders Division (AMDD) plans to put self-direction 

in place by 2016. 

 
Although the SDMI waiver and the 1915(i) State Plan program do not explicitly 

have self-direction at this point, both include significant consumer involvement through 

the WRAP and wraparound approaches employed.   

Additionally, some SDMI, DD, and Big Sky Waiver consumers not self-directing 

under the waiver do in fact self-direct under the State Plan Personal Assistance Services 

program. 
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B.8 Quality 
 

DPHHS is responsible for the oversight and evaluation of the Community Choice 

Partnership MFP demonstration project.  The quality management system will be used 

in conjunction with the HCBS 1915c waivers and 1915i State Plan program quality 

assurances.  Montana will also conduct oversight to ensure the Community Choice 

Partnership MFP demonstration complies with federal assurances and other federal 

requirements. 

Under current processes, the Department staff performs announced quality 

assurance reviews.  The purpose of the review is to ensure that optimal services are 

being provided to consumers and that program rules and policies are being followed.  

Quality assurance results are used to improve the programs and services and confirm 

that case management teams are meeting the requirements of their contract with the 

Department.  The quality assurance review is divided into four components:   

1. CMS Quality Assurance Performance Measures: A quarterly report 

completed by the case management team, which documents compliance 

with federal assurances and remediation efforts when necessary.  

2. Provider Prepared Standards:  A documentation process where the case 

management team provides information to demonstrate compliance with 

specific Department standards.  This report is completed prior to the onsite 

review at the request of the Department staff. 

3. On-going Oversight Review Standards:  Department standards, which are 

reviewed and addressed on an on-going basis. 
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4. Performance Review Standards: Department Performance Standards, which 

are addressed via a review of records. 

1915c Waiver and 1915i State Plan Program Integration 
 
All MFP participants will be enrolled in an HCBS waiver or State Plan program 

during their demonstration participation, and fall within the purview of quality 

ŀǎǎǳǊŀƴŎŜ ŀƴŘ ƛƳǇǊƻǾŜƳŜƴǘ ŀŎǘƛǾƛǘƛŜǎ ŀǎ ŘŜŦƛƴŜŘ ƛƴ aƻƴǘŀƴŀΩǎ 1915c waiver and 1915i 

State Plan program applications.   

The MFP project will ensure quality of care offered under the Community Choice 

Partnership MFP demonstration collaboratively with SLTC, AMDD, DSD, and Disability 

Transitions, along with BFSD and TSD.  aƻƴǘŀƴŀΩǎ aCt ŘŜƳƻƴǎǘǊŀǘƛƻƴ ǇǊƻƧŜŎǘ ǿƛƭƭ ǳǎŜ ŀ 

memorandum of understanding (MOU) to outline how quality work will be coordinated 

across divisions.  There will be a designated person in each 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 to discuss 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 management-like 

team.  These teams in each of the program areas will manage quality processes. 

¶ DDP uses targeted case management 

¶ SLTC uses case management teams 

¶ AMDD uses case management teams 
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¶ CMHB uses wraparound facilitators, who function similarly to case managers.  

This population has been removed from aƻƴǘŀƴŀΩǎ aCt ōŜƴŎƘƳŀǊƪǎΦ 

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 current level of quality 

oversight. 

1915b, State Plan Amendment, or 1115 Waiver 
 
Montana will not be using existing 1915b, State Plan Amendment, or an 1115 

waiver to serve individuals during or after the MFP transition year. 

1915c Waiver and 1915i State Plan Assurances 
 
The Quality Improvement System under the Community Choice Partnership MFP 

demonstration is identical to the ones implemented through existing 1915c waivers 

program.  These meet CMS assurances regarding: 

¶ Level of care determinations 

¶ Service plan description 

¶ Identification of qualified HCBS providers for participants being transitioned 

¶ Health and welfare 

¶ Administrative authority 

Supplemental Demonstration Services Quality Assurances 
 
 Montana is not proposing any supplemental demonstration services within its 

MFP demonstration project.   
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Additional MFP Quality Assurance Requirements 
 

Descriptions of the three additional MFP quality assurance requirements ς 1) 

24/7 back up system for critical services, including monitoring of its usefulness and 

effectiveness; 2) risk assessment and mitigation process for all program participants, 

including monitoring; and 3) incident management system used to monitor health and 

welfare of the MFP participants back up plans ς are included under the Consumer 

Supports section (B.6) of this operational protocol. 
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B.9 Housing 
 

Housing is one of the largest obstacles to individuals transitioning to community 

settings in Montana.  Because of this, the Community Choice Partnership MFP 

demonstration project is expending a significant effort to increase the availability of 

affordable, accessible housing.  The role of the State housing coordinator will be critical 

in growing a collaborative relationship with the Department of Commerce to support 

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 regional transition 

coordinators to connect MFP participants with housing in a qualified residence.  

Montana developed a checklist for regional transition coordinators to use to verify that 

each MFP participant is moving into an MFP qualified residence.  Regional transition 

coordinators will use a centralized housing registry to assist with placements and track 

where each participant moves upon transition.   

The State housing coordinator is responsible 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 opportunities statewide.  Regional transition coordinators may assist 

with this local housing work. 

Once a transition coordinator successfully places an MFP participant, she/he will 

record the type of qualified residence and the funding mechanism for that placement in 

the housing registry.  The State housing coordinator and the Department will be able to 
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query the registry to see how many MFP participants live in each type of qualified 

residence. 

aƻƴǘŀƴŀΩǎ Community Choice Partnership MFP demonstration project focuses 

on a wide spectrum of targeted groups coming from varied institutional settings.  

Because of this, Montana has a large number of qualified residences into which MFP 

participants may transition, including:  

1. Homes owned, leased, or rented by individuals or families. 

2. Apartments owned, 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 facilities meeting the MFP qualified residence criteria of:5 

a. Having a lease or lease-like agreement 

b. Must be an apartment containing 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 services 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 requirements Ŏŀƴ ōŜ ƳƻŘƛŦƛŜŘ ǘƻ ǎǳǇǇƻǊǘ ŀ ǇŀǊǘƛŎƛǇŀƴǘΩǎ Ǉƭŀƴ ƻŦ ŎŀǊŜΦ 

4. Developmental Disabilities group homes with four or fewer unrelated 

individuals residing together.    

5. Adult foster homes with four or fewer unrelated individuals residing 

together. 

6. Youth foster homes with four or fewer unrelated individuals residing 

together. 

7. /ƘƛƭŘǊŜƴΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ group homes with four or fewer unrelated 

individuals residing together. 

8. Adult mental health group homes with four or fewer unrelated individuals 

residing together. 

9. Adult Intensive Community Based Rehabilitation Homes (ICBR) with four or 

fewer unrelated individuals residing together. 

Methods to Ensure Sufficient Supply of Qualified Residences 
 
Existing or planned inventories and/or needs assessments of accessible and affordable 
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 primarily (68%) transitioned into assisted living facilities, with the 

remaining 33% moving to homes or apartments independently or with family members, 

or to adult foster homes.  The State modifies approximately 15 homes and apartments 

annually to increase accessibility for consumers transitioning from facilities.  Individuals 

with developmental disabilities generally transition to Developmental Disabilities group 

homes or home to families.  In Montana, many existing DD group homes have more 

than four unrelated people exempting caregivers living together.  Very few individuals 

with SDMI have transitioned from nursing facilities or IMDs.  Consumers that have 

transitioned generally 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 standard, an accessible entrance (Seekins, 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 have made increasing the supply of accessible housing and 

promoting a minimum standard of accessibility in all housing-visitability an important goal.  

The Accessibility Ambassadors project has focused on both publicly funded housing as well 

as privately developed housing.  Due to their advocacy, the state of Montana Low Income 

Housing Tax Credit (LIHTC), Community Development Block Grant (CDBG), and HOME 

Programs recently adopted visitability as their minimum accessibility standard in all funded 

housing.   



 

Montana ς Money Follows the Person Grant Application 131 

The availability of affordable housing is a challenge statewide.  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 households on the waiting 

list for 6,500 plus vouchers throughout the State ς requiring a wait of 24 months or 

more.  Other ƭƻŎŀƭ ǇǳōƭƛŎ ƘƻǳǎƛƴƎ ŀǳǘƘƻǊƛǘȅΩǎ IƻǳǎƛƴƎ /ƘƻƛŎŜ ±ƻǳŎƘŜǊǎ ǇǊƻƎǊŀƳǎ ŀǊƻǳƴŘ 

the state have similar waiting lists.  The wait for a public housing unit depending on unit 

size and community is normally a shorter wait of nine months to a year.  Access to 

ŀŦŦƻǊŘŀōƭŜ ŀƴŘ ŀŎŎŜǎǎƛōƭŜ ƘƻǳǎƛƴƎ ǾŀǊƛŜǎ ǿƛŘŜƭȅ ŀƳƻƴƎ aƻƴǘŀƴŀΩǎ ǎŜǾŜƴ ǘǊƛōŀƭ 

reservations.  Affordable housing is particularly challenging to find in 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 and search 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 affordable, accessible units.  

aƻƴǘŀƴŀΩǎ State housing coordinator will build a centralized housing registry to 

document the inventory of affordable, accessible units.  The housing coordinator will 

work with the Montana Department of Commerce and local Public Housing Authorities 

to create and populate this registry.  The State will build on the infrastructure of: 

http://mthousingsearch.com/ and use the concepts regarding accessibility definition 

and search-ability from http://www.socialserve.com/ for the registry.  The housing 

http://mthousingsearch.com/
http://www.socialserve.com/
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coordinator will conduct regional surveys to determine the current inventory and 

occupancy of qualified residences statewide as a first step in developing the registry.  

Methods to address identified shortages including plans to coordinate with Housing 
Finance Agencies, Public Housing authorities and other housing programs 
 

Montana is planning to reinvigorate the work of the Montana Home Choice 

Coalition under this grant.  This coalition has operated for 12 years, bringing together 

the affordable housing and disability communities to collaboratively address housing 

affordability and accessibility issues.  The coalition brings persons with disabilities and 

advocates together with Federal, State, and local housing and services programs, 

affordable housing and disability nonprofit providers, State legislators, and 

ǊŜǇǊŜǎŜƴǘŀǘƛǾŜǎ ƻŦ aƻƴǘŀƴŀΩǎ /ƻƴƎǊŜǎǎƛƻƴŀƭ ŘŜƭŜƎŀǘƛƻƴ ǘƻ ŎǊŜŀǘŜ ōŜǘǘŜǊ ƘƻǳǎƛƴƎ ŎƘƻƛŎŜǎ 

for all Montanans with disabilities.   

The Home Choice Coalition has established working relationships within the 

affordable housing and disability communities statewide.  The coalition has worked to 

create community integrated housing opportunities for persons with disabilities across 

the age and ability spectrum addressing housing needs related to homelessness, 

Olmstead housing, integrated community rental housing, and expanding 

homeownership opportunities.   

The coalition and the Montana Independent Living Council Housing Task Force 

have worked closely together to address issues of both affordability and accessibility.  In 

the past year, the coalition and Housing Task Force workgroup have fostered a regular 

ƳŜŜǘƛƴƎ ōŜǘǿŜŜƴ ǘƘŜ DƻǾŜǊƴƻǊΩǎ ƻŦŦƛŎŜΣ 5tII{, and the Department of Commerce, 

Housing Division to work more closely across traditional agency boundaries to better 
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address the housing needs of persons with disabilities and better link services to 

individuals living in housing.    

This working partnership has included working to develop a proposed Housing 

Bridge program to use State general funds to pay rental assistance for individuals while 

on the waiting list for the Housing Choice Voucher (Section 8).  It has also supported the 

Department of Commerce and DPHHS in submitting an 811 Reform Demonstration 

Rental Assistance grant application.  The application was submitted on August 3, 2012.  

Montana was notified that the application was successful in February 2013. 

The State housing coordinator will lead the work to continue and grow these 

collaborations under the Montana Community Choice Partnership MFP demonstration 

project.  Montana has the advantage of having one statewide public housing authority 

in the Department of Commerce.  The statewide public housing authority has 13 agents 

distributed around the state ς mainly Human Resource Development Councils (HRDCs) 

and Public Housing Authorities.  The centralized housing authority will support easier 

collaboration with DPHHS and a State housing coordinator.  In addition, Montana has 11 

other public housing authorities in communities across the State, as well as seven tribal 

housing authorities servinƎ aƻƴǘŀƴŀΩǎ ǎŜǾŜƴ ǘǊƛōŀƭ ƴŀǘƛƻƴǎΩ reservations.  

Specific opportunities for the 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 requirement for State programs to 

adopt visitability for all LIHTC, CDBG, and HOME-funded housing.  Montana Disabilities 

and Health Program representatives have educated approximately 8,300 consumers, 

builders, architects, policy makers, and other housing stakeholders about visitability as 

an alternative for home design.  This work will help increase the inventory of housing 

that can be lived in or visited by individuals with disabilities. 

Additionally, the Montana Home Choice Coalition has assisted over 120 persons 

with disabilities to become homeowners utilizing new resources such as the Housing 

Choice Voucher Section 8 Homeownership option, as well HOME-funded down payment 

assistance (as much as $40,000 per household for a family with a disability), and 

advantageous mortgage financing with the Montana Board of Housing (including low-

interest Disabled Affordable Accessible Homeownership Program), and USDA Rural 

Development.  The coalition has also demonstrated the importance of housing in 

supporting individuals with severe disabilities transitioning from facilities to community 

living.  The cƻŀƭƛǘƛƻƴΩǎ hƭƳǎǘŜŀŘ LƴƛǘƛŀǘƛǾŜ Ƙŀǎ ŎǊŜŀǘŜŘ ƻǾŜǊ пн ŎƻƳƳǳƴƛǘȅ ƭƛǾƛƴƎ 

opportunities for persons previously living long-term in State-funded facilities. 

Current Work 

 The State is working on two initiatives currently that will help increase 

availability of affordable, accessible housing: 

1. The 811 Reform Demonstration Rental Assistance Grant application, if 

successful, will bring $2 million in rental assistance to Montanans.  The DPHHS/ 

Commerce workgroup is working with interested project-based housing 
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providers to provide housing vouchers with services for extremely low-income 

individuals eligible for the HCBS Big Sky waiver and the mental health waiver for 

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 3rd, and Montana was notified in February 

2013 that the application was successful. 

2. Montana has a housing task force working to create a State-funded Housing 

Bridge Program.  The Housing Bridge Program would use State general funds to 

pay rental assistance for individuals while on the waiting list for the Section 8 

Housing Choice Voucher.  If the bridge program is funded, the MFP State 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 under the leadership of the MFP State housing coordinator to 

increase the availability of affordable, accessible housing.  The MFP planning 

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 

ǎǘǊŀǘŜƎƛŜǎ ǳǇƻƴ /a{Ω ŀǿŀǊŘ ƻŦ ǘƘŜ aCt ƎǊŀƴǘΦ  ¢ƘŜ ŀŎǘƛƻƴ Ǉƭŀƴ ǿƛƭƭ ǇǊƛƻǊƛǘƛȊŜ ǎǘǊŀǘŜƎƛŜs 

to ensure the number of affordable, accessible units available meets the demand 

created by MFP transitions. 
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1. Provide housing search assistance ς the regional transition coordinators will 

work individually with MFP participants throughout the process of locating and 

moving into accessible/affordable housing.  The regional transition coordinators, 

in conjunction with the State housing coordinator as necessary, will help 

participants resolve issues as they arise.  The transition coordinators will also 

work with the outreach specialists to ensure potential MFP participants know 

about the housing assistance they will receive through the Community Choice 

Partnership MFP demonstration project. 

2. Create and populate centralized housing registry ς the State housing 

coordinator and regional transition coordinators will work closely with 

developers and landlords to develop and populate the housing registry, 

incorporating well-defined accessibility information.  The State will provide 

education and technical assistance to help other housing resources use the 

registry. 

3. 9ŘǳŎŀǘŜ ƭƻŎŀƭΣ {ǘŀǘŜΣ ŀƴŘ CŜŘŜǊŀƭ ƻŦŦƛŎƛŀƭǎ ŀōƻǳǘ ƘƻǳǎƛƴƎΩǎ ŎǊǳŎƛŀƭ ǊƻƭŜ in 

supporting the success of MFP participants as they transition.  The State housing 

coordinator may invite some members of the Montana legislature to join the 

Montana Home Choice Coalition.   

4. Work with Tribal housing entities on each reservation to analyze the housing 

resources, and identify strategies to increase capacity to support tribal members 

remaining close to home. 
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5. Request preference in public housing plans for people with disabilities and, 

within that subgroup, for individuals transitioning from facilities.  This can be 

done by: 

a. Creating a mandate/legislation that MFP participants move quickly to the 

head of the line for the 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 requirements ς The State housing coordinator will work with 

stakeholders to increase the percentage of State-required fully accessible 

housing. 

7. Obtain homebuyer assistance to help people with accessibility needs.  The State 

housing coordinator will work to ensure home ownership is part of the menu for 

individuals making transitions. 

8. Support modifications to existing structures through a funding mechanism.  The 

housing coordinators can identify creative ways to support housing modification 

with local contractors.  For example, she/he may find volume savings in bulk 

ramp system purchases and work with contractors to install these systems at a 

low cost.  The Board of Housing could be funded to create a low interest housing 

modification program to pay for modifications based on income eligibility. 
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9. Reduce housing discrimination through legislation ς 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 

discriminate based on funding source.  The State housing coordinator will look at 

pursuing a similar strategy in Montana. 

10. Conduct outreach regarding universal design concepts ς Montana may reach 

out to developers and contractors to promote universal design concepts/Smart 

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 will analyze means to offsetting that cost or incentivizing this 

building approach. 

11. Educate developers about accessibility ς Montana needs to define what 

accessibility means and then educate developers, contractors, and landlords 

about the issue.  Centers for Independent Living and the Housing Task Force can 

assist with this education. 

12. Enforce accessibility requirements ς the accessibility requirements need to be 

enforced to ensure developers are meeting standards. 

13. Offer accessibility tax credits ς Montana can encourage increased accessible 

private housing by offering tax credits to developers and property owners, 

similar to the {ǘŀǘŜ ƻŦ aƻƴǘŀƴŀΩǎ energy efficiency tax credit.  The State housing 

coordinator will explore ways to implement this strategy. 
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14. Implement Tenant-Based Rental Assistance (TBRA) program to 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 would pay 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 Program to support additional affordable/accessible 

housing.  Montana supplements SSI payments with State general funds to create 

more affordable housing through this program.  The Community Choice 

tŀǊǘƴŜǊǎƘƛǇ aCt ŘŜƳƻƴǎǘǊŀǘƛƻƴΩǎ ƘƻǳǎƛƴƎ ŜŦŦƻǊǘǎ can build on this precedent, 

perhaps through the TBRA program, or through another means. 

16. Address subsidized housing eligibility obstacles including bad credit, bad rental 

history, history of damage in previous rental(s), and criminal records.  The 

regional transition coordinators will need to be able to work through these 

issues individually.  The State housing coordinator may also come up with 

universal approaches to create trust with landlords in these situations. 

17. Preserve housing for individuals in institutions ς Medicaid does not take 

property from individuals in a nursing facility or other institution who express a 

desire to return home.  However, additional mechanisms may be implemented 

to further preserve housing for individuals who are institutionalized including 

training of case managers system-wide, early identification, and housing waiting 

list placement. 
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18. Implement State housing trust fund in combination with LIHTC and other 

funding mechanisms (i.e. taxes on real estate transfers and purchases, State 

general fund) to increase supply of 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. Include ƘƻǳǎƛƴƎ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘΩǎ .ǊƛŘƎŜ ǘƻ .ŜƴŜŦƛǘǎ one stop 

shop online system, and work with Department of Commerce to include 

disability service and eligibility information on Commerce housing websites. 

20. Promote smaller group settings with appropriate services and supports for 

consumers who generally need to live in larger congregate settings to have their 

needs met.   
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B.10 Continuity of Care Post-Demonstration 
 

All MFP participants will continue to receive the services they need after the end 

of the demonstration period.  Montana Community Choice Partnership MFP participants 

will receive HCBS waiver or State Plan program services while participating in the 

demonstration, and these services will continue as participants exit the demonstration.     

 Consumers will be reassessed as they exit MFP to determine whether they 

continue to meet eligibility criteria and to determine whether changes are needed to 

their plans of care.  Because participants are already on a waiver or State Plan program, 

there will be no lapse in services for MFP demonstration participants and a transition 

plan is not required.  LŦ ŀ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ƭŜǾŜƭ ƻŦ ŎŀǊŜ needs decreased over the course of 

the MFP demonstration and she/he is no longer eligible for a HCBS 1915c waiver 

program, a transition coordinator or case manager will assist the individual in enrolling 

in other State Plan services to support continued care.  Disability Transition Services will 

offer additional supports to individuals seeking employment after they exit the MFP 

demonstration project. 

Use of new demonstration services will be assessed during the demonstration to 

determine the potential for their inclusion in HCBS waivers and State Plan programs in 

the future. 

Managed Care Participants 
 
This is not applicable to Montana.  The State does 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 continue to provide services to 

consumers on waivers as they exit 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 waivers to incorporate any new demonstration 

services successful in meeting consumer needs. 

Section 1115 Participants 
 
This is not applicable to Montana.   

HCBS State Plan Program Participants 
 
CMHB will be transitioning youth with SED onto its 1915i HCBS State Plan 

program as they enter the MFP demonstration.  Youth age out of the 1915(i) State Plan 

program at age 18, unless enrolled in secondary school.  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 MFP 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.  Services to 

ǘƘƛǎ ǇƻǇǳƭŀǘƛƻƴ ƘŀǾŜ ōŜŜƴ ǊŜƳƻǾŜŘ ŦǊƻƳ aƻƴǘŀƴŀΩǎ aCt ōŜƴŎƘƳŀǊƪǎΦ 

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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program services will be guaranteed no disruption in services at the end of their MFP 

participation.    
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C. Project Administration 
 

DPHHS SLTC is the division responsible for managing the Montana Community 

Choice Partnership MFP demonstration project grant.  The MFP project team is also 

responsible for maintaining relationships with and overseeing the MFP-related work of 

the other divisions, bureaus, ŀƴŘ ƻǘƘŜǊ ƻǊƎŀƴƛȊŀǘƛƻƴǎ ƛƴ aƻƴǘŀƴŀΩǎ [¢{{ ǎȅǎǘŜƳ ƛƴǾƻƭǾŜŘ 

in the project.  

C.1 Organizational Chart 
 

Because MFP services and supports are modeled on those the target populations 

will receive in the HCBS waiver or State Plan program upon exiting MFP, the division or 

bureau responsible for the core services for each target population is jointly responsible 

for overseeing the demonstration for that population.  The chart below depicts the high-

level organizational responsibilities for the target population groups.  Services to SED 

youth were ǊŜƳƻǾŜŘ ŦǊƻƳ aƻƴǘŀƴŀΩǎ aCt ōŜƴŎƘƳŀǊƪǎ effective June 2016. 

Figure 4: High-level Responsibility for Target Populations 

 
 

The target population-focused division or bureau (SLTC, DDP, CMHB, AMDD, or 

Disability, Employment, and Transitions) will be responsible for managing the respective 

MFP
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local service delivery system.  The MFP project director will oversee this work by 

analyzing aggregate data to assess overall demonstration project implementation, 

operations, and outcomes.  The table below outlines the service delivery system per 

target population.   

Table 13: Local Service Delivery System per Target Population 

Population Service Delivery System 

Elderly ¶ Case management by Mountain Pacific Quality Health 

¶ Transition coordination by Centers for Independent Living, AAAs, 
ADRCs, and case managers 

¶ Demonstration and supplemental services by enrolled providers  
Disabled ¶ Case management by Mountain Pacific Quality Health 

¶ Transition coordination by Centers for Independent Living, AAAs, 
ADRCs, and case managers 

¶ Demonstration and supplemental services by enrolled providers  
MR/DD ¶ Case management by MDC social workers 

¶ Transition coordination by MDC social workers, possibly supplemented 
by Centers for Independent Living and ADRCs 

¶ Demonstration and supplemental services by enrolled providers  
Mental 
Illness 

¶ Case management by Mountain Pacific Quality Health 

¶ Transition coordination by Centers for Independent Living, AAAs, 
ADRCs, mental health centers, federally qualified health centers, 
community health clinics, and case management teams 

¶ Demonstration and supplemental services by enrolled providers  
SED Youth ¶ Care planning by wraparound facilitators 

¶ Transition coordination by State transition coordinator and transition 
team including CMHB regional staff and PRTF discharge planners 

¶ Demonstration and supplemental services by providers enrolled as 
HCBS providers for youth with SED 

 

The detailed organizational chart below shows the relationship of the MFP 

project and the collaborating divisions and bureaus with the participant-facing services.  

The chart also demonstrates the relationship of the demonstration project with the 
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aŜŘƛŎŀƛŘ 5ƛǊŜŎǘƻǊ ŀƴŘ aƻƴǘŀƴŀΩǎ aŜŘƛŎŀƛŘ !ƎŜƴŎȅΣ ǘƘŜ aŜŘƛŎŀƛŘ ŀƴŘ IŜŀƭǘƘ {ŜǊǾƛŎŜǎ 

Branch.  
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Figure 5: Detailed MFP Demonstration Project Organizational Chart 

 

 

C.2 Staffing Plan 
 

The Community Choice Partnership MFP Project Director Is A Full Time Position 
 

The job description for the Community Choice Partnership MFP project director 

is included in Appendix F-5.  This position is 100% dedicated to the MFP demonstration 

project.  
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Montana will fill four positions using administrative funds from the Community 

Choice Partnership MFP demonstration project: 
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2. MFP Assistant Director 

3. State Transition Coordinator 

4. State Housing Coordinator 

Percentage of Time for Each Position is Dedicated  
 

Each of the four positions funded through MFP administrative funds will be 

dedicated full time to the Montana Community Choice Partnership MFP demonstration 

project. 

Roles and Responsibilities 
 

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

below. 

Table 14: MFP Key Staff Roles and Responsibilities 

Role Responsibilities 

MFP 
Project 
Director 

¶ Oversee MFP work and provide strategic guidance 

¶ Lead project communication and reporting with CMS 

¶ Lead project communication with SLTC Administrator and Medicaid 
Director 

¶ Serve as liaison with other DPHHS divisions/bureaus and oversee MFP 
work done via these agencies 

¶ Manage relationships with facility providers 

¶ Manage relationships with individual advocacy/stakeholder groups 
beyond Community Choice Partnership MFP stakeholder advisory 
council 

¶ Coordinate training work  
MFP 
Assistant 
Director 

¶ Coordinate Community Choice Partnership MFP stakeholder advisory 
council work with contracted facilitator 

¶ Create MFP financial reports, working with BFSD and MMIS fiscal 
agent contractor  

¶ Create and implement project communication plan 

¶ Oversee communication/outreach/marketing/education material 
creation 

¶ Conduct quality assurance over Community Choice Partnership MFP 
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demonstration activities  

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

¶ Define and implement mitigation strategies for risks and issues jointly 
with MFP project director 

¶ Manage contractors supporting MFP implementation and operations 
work  

¶ Support other work as requested by MFP project director 
State 
Transition 
Coordinator 

¶ Train local transition coordinators across target population areas 

¶ Coordinate referrals statewide ensuring all referrals are centrally 
tracked and assigned a regional transition coordinator  

¶ Work with State housing coordinator to support local transition 
coordinators in connecting participants with housing 

¶ Establish relationships and serve as liaison with local service providers, 
community-based organizations, and other community stakeholders 
across target population spectrum  

¶ Oversee outreach efforts in facility settings 

¶ Coordinate peer mentoring/advocacy with contractors 

¶ Work to increase access to needed services, e.g. transportation or 
employment, through regional transition coordinators. 

¶ Conduct quality assurance over regional transition work and intercede 
to improve quality and outcomes as needed (training, increased 
capacity) 

State 
Housing 
Coordinator 

¶ Train local transition coordinators to support housing efforts 

¶ Create and maintain housing registry 

¶ Lead statewide and regional strategic/system change efforts 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 

¶ Collaborate with housing organizations and stakeholders to develop 
best practices for transitioning individuals 

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

¶ Focus on developing provider-managed assisted living that meets MFP 
qualified housing requirements 

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

Additional DPHHS staff funded through other sources will support the MFP 

project in Montana.  These staff members include the SLTC Administrator, a BFSD 

budget analyst, a TSD information technology analyst, the Department Public 

Information Officer, and the DPHHS Web Designer.   

Table 15: In Kind Staff Roles, Responsibilities, and Time Dedicated 

In-Kind Staff Responsibilities Time Dedicated 

SLTC Administrator Represent MFP 
demonstration project to 
legislature 

15% 

BFSD Budget Analyst Support financial reporting 15% 
TSD IT Analyst Provide IT oversight and 

support IT contract 
management  

CY2014: 50% 
CY2015 ς 2016: 5% 

DPHHS Web Designer Develop MFP webpage and 
maintain webpage ongoing 

CY2014: 25% 
CY2015 ς 2016: 8% 

DPHHS Public Information 
Officer 

Support communication 
efforts 

CY2014: 8% 
CY2015 ς 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 use contractors to supplement MFP project and DPHHS 

staff.  The Community Choice Partnership MFP demonstration will contract with ADRCs, 

AAAs, Centers for Independent Living, and Mental Health Centers to supplement 

existing case managers as local MFP transition coordinators.  Local transition 

coordinators will be responsible for: 

¶ Assembling the local transition team 



 

Montana ς Money Follows the Person Grant Application 151 

¶ Conducting individual outreach 

¶ Completing required paperwork with MFP participants 

¶ Assessing service needs and risks 

¶ Conducting options counseling 

¶ Leading transition plan development with transition team 

¶ Developing 24-hour back-up plan with transition team 

¶ Participating in plan of care development 

¶ Coordinating transition services including housing, transportation, and 

employment 

¶ Educating and training consumers and families ς this may include general 

MFP training, employment, blind/visually impaired, deaf/hearing impaired  

¶ Advocating for the consumer 

¶ Following up with participants post-transition for 3-12 months 

¶ Possibly assisting with transition from MFP to waiver/State Plan program 

Montana will contract with an organization to conduct Quality of Life surveys 

with participants.  The contractor will conduct an initial assessment prior to each 

ǇŀǊǘƛŎƛǇŀƴǘΩǎ ǘǊŀƴǎƛǘƛƻƴΣ ŀƴƻǘƘŜǊ мм ƳƻƴǘƘǎ Ǉƻǎǘ-transition, and a final assessment 24-

months after transition.  The contractor will use the Mathematica tool and conduct 

surveys in person with the participant or a knowledgeable representative. 

The State will contract with trainers to create training materials and conduct 

training with State staff, contractors, providers, caregivers, consumers, and families.  

This will likely be multiple trainers focusing on varied topics. 
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Montana will continue to contract with a facilitator for the Community Choice 

Partnership MFP stakeholder advisory council meetings and community forums.  This 

contractor will be responsible for coordinating meetings, creating outreach material, 

facilitating sessions, and writing up the results for inclusion on the MFP webpage.   

The Community Choice Partnership MFP demonstration project will contract 

with a Community First Choice (CFC) analyst.  This individual will conduct a detailed 

analysis to determine how to best implement CFC in the State, and develop a 

demonstration service based on the proposed approach to be piloted during the MFP 

project.  

Montana will also contract for information technology support.  The State will 

preliminarily contract for a vendor to conduct two alternatives analyses ς one focused 

on how to implement a centralized quality management system and the other to 

determine the best approach to automate the CMHB critical incident response system.  

Montana will use contractors to implement and operate these systems or software 

services in addition to implementing enhancements to the SLTC critical incident 

response system. 

Detailed Staffing Timeline 
 

The following timeline depicts when Montana will hire MFP staff and bring on 

contractors to support the Community Choice Partnership MFP demonstration project.  
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Figure 6: Staff Timeline 

 
 

Montana plans to hire its MFP project director upon CMS preliminary approval of 

the operational protocol.  The project director will oversee refinement of the 

operational protocol and lead all subsequent hiring and contracting decisions. 

Entity Responsible for Staff Performance Assessment 
 

SLTC is responsible for assessing staff performance. 
 

C.3 Billing and Reimbursement Procedures 
 
Montana uses the MMIS claims processing system or the Agency Wide 

AccountiƴƎ /ƭƛŜƴǘ {ȅǎǘŜƳ ό!²!/{ύΣ 5{5κ55tΩǎ ŎƭŀƛƳǎ ǎȅǎǘŜƳΣ to verify that participants 

are Medicaid eligible on the date of service delivery.  Montana will only allow claims to 

ōŜ ǇŀƛŘ ŦƻǊ ǎŜǊǾƛŎŜǎ ǇǊƻǾƛŘŜŘ ǿƛǘƘƛƴ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŜƭƛƎƛōƛƭƛǘȅ ǇŜǊƛƻŘΦ  All MFP 

participants will be flagged in 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 methodology.  Paid 

Aug 2013

MFP Dedicated Staff

Apr 1
Hire MFP Project 
Director

MFP Contract Staff

Mar 15
Contract with 
Transition 
Coordinators

Apr 15
Contract with  
Implementation 
Stakeholder Advisory 
Council Facilitator

Jul 15
Contract 
with IT 
vendors

Jan 2013
May 1
Hire MFP Assistant Project 
Director, Transition 
Coordinator, and Housing 
Coordinator 

Apr 1
Contract with 
Trainers

Jan 1
Contract with 
CFC Analyst

Mar 1
Contract for IT 
alternatives 
analyses
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claims reports will be run quarterly or more often as needed.  These reports will depict 

the services utilized, the number of consumers using each service and the total dollar 

amount paid for each service.  In addition, case management teams and financial 

managers will submit quarterly utilization reports to the state documenting 

expenditures by service.  Case managers and financial managers are required to prior 

authorize waiver services.  They inform the MMIS or AWACS of the allowed services and 

the number 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 codes and/or rates are 

denied by the system.  Claims that are suspended because of Medicaid eligibility are 

forwarded to the Department for review and action.  Depending upon the number and 

reasons for denials training will be made available to providers by the fiscal 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, providers would 

be asked to reimburse the Department.  If the provider fails to do so, the amount owed 

would be taken out of future claims submitted. 

Billing processes ŘƛǊŜŎǘƭȅ ŦǊƻƳ ǇǊƻǾƛŘŜǊǎ ǘƻ ǘƘŜ {ǘŀǘŜΩǎ ŎƭŀƛƳǎ ǇŀȅƳŜƴǘ 

systems.  For all self-directed services, the provider billing flows from the provider 

through the Fiscal Management Services Entity (FMSE) and then to the MMIS or AWACS 

for payment.  
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MMIS and AWACS verify recipient eligibility for Medicaid and the waiver or State 

Plan program.  Case management teams or financial managers prior authorize all 

servƛŎŜǎ ƛƴ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ Ǉƭŀƴ ƻŦ ŎŀǊŜΦ  These prior authorizations are submitted to the 

ǎǘŀǘŜΩǎ ŦƛǎŎŀƭ ƛƴǘŜǊƳŜŘƛŀǊȅΦ  Case managers receive monthly utilization reports from 

providers documenting units of service provided.  These are compared to individual 

service plans, compiled and forwarded to the managing program.  There the data is 

tabulated and further compared to paid claims data from MMIS or AWACS. 

Financial managers operate as limited fiscal agents and make payments for 

consumers in the participant directed option.  Fiscal managers submit claims to 

Medicaid for payment and monitor expenditures.  Quarterly utilization reports are 

reviewed by the Medicaid agency. 
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D. Evaluation 
 

Montana will not be conducting its own evaluation of the Community Choice 

Partnership MFP demonstration project, and instead will rely on CMS for these services. 
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E. Budget 
 

Budget information is included in the budget narrative, contained in a separate 

document.  Montana included its MFP budget worksheet as a separate attachment with 

the budget narrative. 
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Attachment 1: Risk Assessments  
 

The following tools are currently used by the HCBS waivers and State Plan 

program, in which the MFP participants will be enrolled.  These assessment tools will be 

used in the MFP demonstration program. 

 

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

/ƻƴǎǳƳŜǊΩǎ bŀƳŜΥ          

Medicaid Number:  

Case Manager: 

Consider normal and unusual risks in each area and discuss preventative 

measures, 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 
risks 

How do you 
evaluate the 
risk? (high, 
medium, low) 
Have you 
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? 

Home 
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List specific 
risks 

How do you 
evaluate the 
risk? (high, 
medium, low) 
Have you 
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? 

 
 
 
 

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 shall support consumers in consumer-direction to the maximum 

extent possible and assist them in decision-making through informed consent.  Waiver 

ǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜǊǎ ǎƘŀƭƭ ǎǳǇǇƻǊǘ ŀ ŎƻƴǎǳƳŜǊΩǎ ƛƴŦƻǊƳŜŘ ŎƘƻƛŎŜ ǳƴƭŜǎǎ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ 

actions or decisions endanger themselves 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 making informed 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 informed consent. 

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 899-29a.  

If there are risks that a consumer wishes to take knowingly and in an informed 

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 

conǎƛŘŜǊŀǘƛƻƴ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ ǇǊŜŦŜǊŜƴŎŜǎ ŀƴŘ ŎƘƻƛŎŜǎΦ  /a¢ǎ ǎƘƻǳƭŘ ƳŀƪŜ ŜǾŜǊȅ ŜŦŦƻǊǘ 
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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 of the risk 

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 

LŦ ǘƘŜ /a¢ ƛŘŜƴǘƛŦƛŜǎ ŀ ǎƛǘǳŀǘƛƻƴ ǿƘƛŎƘ Ǉǳǘǎ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ ƘŜŀƭǘƘ ŀƴŘ ǎŀŦŜǘȅ ŀǘ 

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 Negotiation 

tool. (See HCBS 899-29)   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 Negotiation 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 

ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ IŜŀƭǘƘ /ŀǊŜ ǇǊƻŦŜǎǎƛonal should be made to help determine capacity.  

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 official, public 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 completing the Risk 

Negotiation tool: 

Á Have the potential risks/benefits been weighed?  

Á What can be done differently to prevent these risks?  

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

Á Who can help the consumer with prevention? 

Á What supports or services (formal or informal) would minimize the risks? 

Á Who can provide the supports? 

 

Lƴ ŀƭƭ ŎŀǎŜǎ ǘƘŜ /a¢ ǎƘƻǳƭŘ ƪŜŜǇ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ƛƴ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ 

chart: 

Á Documentation of consumer capacity and understanding of the 

consequences/risks of their informed choices. 

Á Documentation of all the services and supports offered and the specific 

interventions tried by the CMT (formal & informal). 

Á Documentation of the specific needs not being met. 

Á Recommendations and reasons why the needs cannot be met. 

 

If the consumer does not agree with ǘƘŜ /a¢Ωǎ ŀǎǎŜǎǎƳŜƴǘ ŀƴŘκƻǊ ŘƻŜǎ ƴƻǘ 

agree to the recommended services in the Service Plan, and the CMT believes the 
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ŎƻƴǎǳƳŜǊΩǎ ŎƘƻƛŎŜ ŎƻƴǘƛƴǳŜǎ ǘƻ ƧŜƻǇŀǊŘƛȊŜ ƘŜŀƭǘƘ ŀƴŘ ǎŀŦŜǘȅΣ ǘƘŜ /a¢ ǎƘƻǳƭŘ ŎƻƴǘŀŎǘ 

the Regional Program Officer for a discussion about needed corrective action and/or 

possible termination from HCBS.  

 

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

Date:    ______________________________________ 
Consumer:   ______________________________________     
Medicaid ID #: ______________________________________ 
 
Section 1: 5ŜǎŎǊƛǇǘƛƻƴ ƻŦ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ ƴŜŜŘǎΣ ƛƴŎƭǳŘƛƴƎ ƴŜŜŘǎ ǘƘŀǘ Ŏŀƴƴƻǘ ōŜ ƳŜǘΥ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Section 2: Description of the services that can be provided: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Section 3: Description of the potential risk to the consumer: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Section 4:  
 

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

Ç The consumer understands and accepts the risks associated with his/her 
current Plan of Care 
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Ç ¢ƘŜ ŎƻƴǎǳƳŜǊΩǎ ƘŜŀƭǘƘ ŀƴŘ ǿŜƭŦŀǊŜ Ŏŀƴƴƻǘ ōŜ ŀǎǎǳǊŜŘ ŀƴŘ ŘƛǎŎƘŀǊƎŜ ŦǊƻƳ 

HCBS waiver will be implemented. 
 
Ç 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 Risk Prevention, Assessment, and Management Plan for Individuals with 
Severe Disabling Mental Illness 
 

You have the right to decide about risks in your life.  One of your responsibilities 

in the HCBS Waiver is to identify potential risks to your health and safety, discuss them 

with your Case Management Team (CMT), and plan support services in your Plan of Care 

(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:   

¶ ! ǿƻǊƪŜǊ ǿƘƻ ŘƻŜǎƴΩǘ ǎƘƻǿ ǳǇ ǊŜƎǳƭŀǊƭy.  You can choose to develop a plan for 

ǿƘŜƴ ǘƘŜ ǿƻǊƪŜǊ ŘƻŜǎ ƴƻǘ ǎƘƻǿ ǳǇ ƻǊ ŎƘƻƻǎŜ ǘƻ ŦƻǊƎƻ ǘƘŀǘ ǿƻǊƪŜǊΩǎ ǎŜǊǾƛŎŜ ǘƘŀǘ 

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

Unsafe living conditions, inadequate medical equipment, fire, and safety hazards, 

etc. 

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

gambling/financial mismanagement, refusing critical services. 

¶ Increased health risks due to your disability.   

If you ignore certain risks that 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 
risks 

How do you 
evaluate the 
risk? (high, 
medium, low) 
Have you 
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? 

Home 
 
 
 
 
 
 
 

 
 

 
 

 
 

 
 

 
 

Leisure 
 
 
 
 
 
 
 

 
 

 
 

 
 

  

Community 
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List specific 
risks 

How do you 
evaluate the 
risk? (high, 
medium, low) 
Have you 
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 
 
 
 
 
 

     

 

1.5 Risk Negotiation Process and Agreement for Individuals with Severe 
Disabling Mental Illness 
 

SDMI HCBS providers and staff shall support consumers in consumer-direction to 

the maximum extent possible and assist them in decision-making through informed 

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

ǎƘŀƭƭ ǎǳǇǇƻǊǘ ŀ ŎƻƴǎǳƳŜǊΩǎ ƛƴŦƻǊƳŜŘ ŎƘƻƛŎŜ ǊŜƎŀǊŘƛƴƎ ƭƛŦŜΣ ƭƛōŜǊǘȅΣ ŀƴŘ ǘƘŜ ǇǳǊǎǳƛǘ ƻŦ 

ƘŜŀƭǘƘ ŀƴŘ ƘŀǇǇƛƴŜǎǎΣ ǳƴƭŜǎǎ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ ŀŎǘƛƻƴǎ ƻǊ ŘŜŎƛǎƛƻƴǎ ŜƴŘŀƴƎŜǊ ƻǘƘŜǊǎΦ  
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Consumers capable of making informed choices have the right to decide the 

types and amount 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 may affect 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 (CPO) for review.  The consumer 

receives copies of the form.   

The Risk Negotiation Agreement Form will be completed when: 

¶ The CMT or Department has identified a risk and  

¶ The consumer understands the consequences of his/her decisions but is still at 

significant risk 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: 

¶ A description of your needs, including those that cannot be met; 

¶ A description of the services that can be provided; 

¶ A description of the potential risks to you; 

¶ A statement that other service options (including nursing home services) 

have been explained to you and that you understand and accept the risks; 



 

Montana ς Money Follows the Person Grant Application 168 

¶ Signatures of the consumer, CMT and CPO. 

 

Date:    ______________________________________ 
Consumer:   ______________________________________     
Medicaid ID #: ______________________________________ 
 
Section 1: 5ŜǎŎǊƛǇǘƛƻƴ ƻŦ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ ƴŜŜŘǎΣ ƛƴŎƭǳŘƛƴƎ ƴŜŜŘǎ ǘƘŀǘ Ŏŀƴƴƻǘ ōŜ ƳŜǘΥ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Section 2: Description of the services that can be provided: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Section 3: Description of the potential risk to the consumer: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Section 4:  
 

Ç The consumer and CMT have developed a Risk Prevention, Assessment 
and Management Plan 
Date of Plan: _________________________________________________ 
Date of Reassessment: _________________________________________ 
Outcome of Plan to Date: _______________________________________ 
____________________________________________________________ 
 

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

Ç The consumer understands and accepts the risks associated with his/her 
current Plan of Care 
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Consumer:  
Signature________________________________________ Date ___________________ 
 
HCBS Case Manager: 
Signature________________________________________ Date ___________________ 
 
Regional Program Officer: 
Signature________________________________________ Date ___________________ 
 
HCBS Program Manager: 
Signature________________________________________ Date ___________________ 
 
 

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

Case Manager:  Phone:  
Date Completed:  

Lb5L±L5¦![Ω{ LbChwa!¢Lhb                                    
SOCIAL SECURITY NUMBER:  
ADDRESS: 
PHONE:  

DOB:  

 Updated:  

SEX:   Primary Disability 
with Diagnostic 
Codes:  

 

HEIGHT:  
WEIGHT:  

 

MARTIAL STATUS:  

 Secondary Disabilities 
with Diagnostic 
Codes:  

 

SPOUSE NAME: N/A  PRIMARY DOCTOR:  

LEGAL 
GUARDIAN/ADDRESS:  
 

 Dentist:  

RELATIONSHIP TO 
PERSON:  

 OTHER MEDICAL 
 

Name:  
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 Client in Priority of Emergency Contact: 

NAME RELATIONSHIP ADDRESS PHONE 

    

 
Family Interest: ( ) Strong Interest   (  ) No Contact   (  ) Some Interest   (  ) No  
 
Financial:  (check those that apply) 

TYPE 
RECEIVES & 
AMOUNT 

HAS APPLIED FOR DENIED 

Medicaid    

Social Security $        monthly   

SSI $        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 Used: if any of the following are used/needed, indicate by X 

 Walker  Hearing Aid    Artificial Limbs 

 Cane  Special Bed  Ileostomy 
Equipment 

 Head Protective 
Device 

 Crutches  Special Chair  Colostomy  Positioning 
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Equipment Equipment 

 Brace 

Splint 

 Feeding Tube  Gastrostomy 
Equipment 

 Communication 
Aid 

 Glasses  Catheter 
(Bladder) 

 Belly Board  Special Eating 
Utensils 

 Dentures  Electric 
Wheelchair 

 Orthopedic 
Shoes 

X Other (specify): 

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 occurred in his/her life. 

 

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

 
3. List other agencies in which the person is or has been involved (current and past) 

with the phone number and name of a contact person for each agency.  
 
4. 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.   

 
5. What geographical area do the person and/or family members prefer?  Are there 

ƻǇǇƻǊǘǳƴƛǘƛŜǎ ǘƻ ŦǳƭŦƛƭƭ ǘƘŜ ǇŜǊǎƻƴΩǎ ǾƻŎŀǘƛƻƴŀƭ ƛƴǘŜǊŜǎǘǎΚ  
 
6. tǊƻǾƛŘŜ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ ǿƘƻ ƛǎ ƛƳǇƻǊǘŀƴǘ ƛƴ ǘƘƛǎ ǇŜǊǎƻƴΩǎ ƭƛŦŜΦ  ²ƛƭƭ ǘƘŜǊŜ ōŜ 

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 
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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. 5ŜǎŎǊƛōŜ ǘƘŜ ǇŜǊǎƻƴΩǎ ŀōƛƭƛǘȅ ǘƻ ǎŜŜ and hear.  Do they need glasses or other 

adaptive equipment?  Are hearing aids used?  Does person use sign language to 
communicate?  Do caregivers need specialized training in order to enhance the 
ǇŜǊǎƻƴΩǎ ƭƛǾƛƴƎ ŀǊǊŀƴƎŜƳŜƴǘΚ 

 
9. Describe the current status oŦ ǘƘŜ ǇŜǊǎƻƴΩǎ ŘŜƴǘŀƭ ŀƴŘ ƻǊŀƭ ƘŜŀƭǘƘΚ  ²ƘŜƴ ǿŀǎ 

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. LƭƭǳǎǘǊŀǘŜ ǘƘŜ ǇŜǊǎƻƴΩǎ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ƳŜǘƘƻŘǎΦ  LŦ ƴƻƴ-verbal how does the 

person interact with others? 
 

13. How does the person move in his/her environment?  What adaptive equipment 
is needed? List any environmental 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/short-term 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 staff and 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 keep the person 

safe in the community?  
 
20. Illustrate 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, the 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 supervision, response to supervision, etc.).  
 

26. Does the person have self-care 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 management, including self-

medication and sex education? 
 
29. List future goals, plans, and/or dreams that this individual has. 



 

Montana ς Money Follows the Person Grant Application 174 

 
30. List hobbies, other leisure time activities, as well as social and recreation 

activities in which the person likes to participate given the opportunity to plan 
his/her free time. 

 
31. List any environmental, cultural, spiritual, or other factors important to assisting 

the individual in a placement. 
 
Support Programs: 
 
32. Would the person benefit from speech/language therapy? 
 
33. Occupational therapy? 
 
34. Physical therapy? 
 
35. Psychological counseling? 
 
36. Is there adaptive equipment the person could be utilizing? 
 
37. 5ŜǎŎǊƛōŜ ǘƘŜ ǇŜǊǎƻƴΩǎ ǘǊŀƴǎǇƻǊǘŀǘƛƻƴ ƴŜŜŘǎΦ  !ǊŜ ǘƘŜǊŜ ŀƴȅ ōŜƘŀǾƛƻǊŀƭ ŎƻƴŎŜǊƴǎ 

when transporting? 
 
38. Would the person benefit from supported employment or a day treatment 

program?  What are his or her limitations in regard to these services (rest breaks, 
less than 8 hours, etc.)? 

 
39. Will the person need durable medical equipment and/or communication 

devices? 
 

40. Provide the case manager's assessment concerning ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ƴŜŜŘǎΣ 
(frequency of contacts, intensity, etc.) for case management services 

 
41. 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/ discussion 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 that impairs 
ŦǳƴŎǘƛƻƴƛƴƎΚ !ǊŜ ǘƘŜǊŜ ŀƴȅ ǎǇŜŎƛŀƭ ǇŜǘ ΨŦŀƳƛƭȅ 
ƳŜƳōŜǊǎΩΚ 

Strengths: 
 
Needs: 
 
Comments: 

Social, Friends, Fun:   What are things the 
family enjoys doing?  Who do they socialize 
with?  What, if anything, do they do for fun?  
Are their special friendships that support the 
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 
living ŀǊǊŀƴƎŜƳŜƴǘǎ ƳŜŜǘ ǘƘŜ ŦŀƳƛƭȅΩǎ 
needs?  Does the neighborhood feel safe to 
the family and allow the possibility to be 
outside the home?  Are there any difficulties 
with the current living situation?  Who in the 
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 is 
employed?     Can the family meet their 
monthly financial 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?   Who 
is working in the home?   Does the family 
have skills they want to develop to increase 
vocational opportunities?  Are the children 
involved in daily living skill-building at school, 
church, or in any setting?  Are there special 
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?   
For what sort of future are they being 
prepared?  Are their rights intact?   What 
was the best school year for the client and 
what was good about it?   How could 
educational support be improved?  What 
skills does the youth need to learn best? 

Strengths: 
 
Needs: 
 
Comments: 
 
 
 
 
 
 

Legal:  Are any family members involved in 
the judicial system, on probation or on 
parole?  Are there issues around custody?   

Strengths: 
 
Needs: 
 
Comments: 
 

Medical:  Are health care needs met?  Does 
the family have access to specialized medical 
services they might need?  Does the 
identified client or any family member need 
medication management for and general 
health or mental health issues?  Does 
transportation to medical care exist?    What 
is the health status of all family members at 
this time? 

Strengths: 
 
Needs: 
 
Comments: 

Spiritual:   Does the family or any member of 
the family belong to a faith community of 
any kind?  What does that look like?   Do any 
family members attend faith community 
group meetings?  Do they attend special 
gatherings on any holidays? 

Strengths: 
 
Needs: 
 
Comments: 
 
 

Behavioral/Emotional/Psychological:  What 
are the unmet needs of the referred youth in 
these areas? What are the unmet needs of 
any family members in these areas?   Are 
there unresolved issues that impede normal 
interactions within the family or community?  
²Ƙŀǘ ŘƻŜǎ ǘƘŜ ŦŀƳƛƭȅ ƛŘŜƴǘƛŦȅ ŀǎ ŀ ΨŎǊƛǎƛǎΩ ŀƴŘ 
how do they deal with it?  Who supports the 
family with struggles (professional and 
socially)?  How do they do so?  What is the 
ȅƻǳǘƘΩǎ ǎǘǊƻƴƎŜǎǘ Ǉoint in their eyes and in 

Strengths: 
 
Needs: 
 
Comments: 
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ǘƘŜƛǊ ŦŀƳƛƭȅΩǎΚ  ²Ƙŀǘ ǎǳǇǇƻǊǘǎ ŘƻŜǎ ǘƘŜ 
family currently have? 

Safety/Crisis:  Is everyone in the family 
currently safe?   Is there any potential 
danger to the family or community?   
Describe the ŦŀƳƛƭȅΩǎ ΨŎǊƛǎƛǎ ǇƭŀƴΩΦ  !ǊŜ 
firearms and medications stored safely.  
What strengths does the family use to 
resolve safety concerns? 

Strengths:  
 
Needs: 
 
Comments: 

 
¢Ƙƛǎ ǇƻǇǳƭŀǘƛƻƴ Ƙŀǎ ōŜŜƴ ǊŜƳƻǾŜŘ ŦǊƻƳ ǘƘŜ ōŜƴŎƘƳŀǊƪǎ ƻŦ aƻƴǘŀƴŀΩǎ aCt ƎǊŀƴǘ 
effective June 2016.  
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Attachment 2: Other Assessment Tools 
 

The State will tailor the Nursing Home Transition Needs Survey included in the 

ƳŀƴǳŀƭΣ ά!./ǎ ƻŦ bǳǊǎƛƴƎ IƻƳŜ ¢ǊŀƴǎƛǘƛƻƴΥ ŀƴ hǊƛŜƴǘŀǘƛƻƴ aŀƴǳŀƭ ŦƻǊ bŜǿ ¢Ǌŀƴǎƛǘƛƻƴ 

CŀŎƛƭƛǘŀǘƻǊǎΣέ ǘƻ ƳŜŜǘ aƻƴǘŀƴŀΩǎ ƴŜŜŘǎΦ  ¢Ǌŀƴǎƛǘion coordinators will use this tool in 

addition to the level of care assessment tool currently used in the State.  Montana 

opted to not modify the Brief MAST assessment tool to screen for alcohol/substance 

abuse and other addictive disorders.  Instead, it trained statewide case management 

teams and providers in 2016 to 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 Survey, the level 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?  

¶ Have you previously managed your own care?  

¶ 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 a company 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 your lease? 
 
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. If 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 cable television, 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 deal with independent living issues?  

¶ If so, have you applied for these funds?  

¶ Are you on a waiting list for COP or Title 19?  

¶ 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 Title 19 can be transferred to independent living Title 19?  

¶ Have you initiated such a transfer?  
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¶ 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 process of the transfer of SSI/SSDI income from the 

nursing home to the community?  

¶ 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:  

¶ Bathing in tub 

¶ Bathing in bed 

¶ Sponge bath 
 

2. Do you need assistance with dressing? Check all that apply:  

¶ Lower extremities  

¶ Upper extremities 

¶ No assistance needed 
 

3. Do you need assistance with toileting? Check all that apply:  

¶ With pads 

¶ Getting on and off the commode 

¶ No assistance needed 
 
4. Do you need assistance with bowel care? Check all that apply:  

¶ Suppositories  

¶ Laxatives 

¶ Other  

¶ No assistance needed 
 
5. Do you need assistance with bladder care? Check all that apply:  

¶ Catheter  

¶ Urinal 

¶ Other  

¶ No assistance needed 
 

6. Do you need assistance eating? Check all that apply: 

¶ Feeding  

¶ Set up 

¶ Cutting Food  

¶ Clean up 
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¶ Meal preparation 
 
7. Do you need assistance with housekeeping? Check all that apply:  

¶ Dusting  

¶ Mopping 

¶ Vacuuming  

¶ General cleaning 

¶ Other  

¶ No assistance needed 
 
8. Do you need assistance transferring from one place to another? Check all that apply:  

¶ Hoyer lift  

¶ Pivot lift 

¶ Need for worker to assist with equipment 

¶ Other  

¶ No assistance needed  
   
9. 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 you contacted:  

PAS at IndependenceFirst 

¶ MA Program 

¶ Attendant Referral Program 
 
2. Have you scheduled a needs assessment by these programs?  

¶ PAS at IndependenceFirst assessment 

¶ MA assessment 

¶ Attendant Referral Program assessment 

¶ COP worker assessment 
 
3. What is the date assessments will be completed?  
 
4. What is the target date for funding to be secured? 
 
5. Have you recruited attendants and back up attendants? 
 
6. Have you hired attendants? 
 
7. Have you been orientated to the employer or employee manager role? 
 
8. 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 of payment for this equipment?  

¶ 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?  

¶ If not, have you identified another doctor who is willing to accept you?  

¶ Have you scheduled an appointment within two weeks of transition? 
   
2. What is the name and phone number of the pharmacy you have selected?  

¶ Does the pharmacy deliver? 
 
3. Will your doctor write a prescription for a 30-day supply to meet your medication 

needs during transition?  
 
Furnishings for Your New Home 
1. Have you completed the attached transition checklist detailing what possessions you 

have and what possessions you will need to purchase before transition takes place?  

¶ Do you have money to make such purchases?  

¶ Are you aware of places which may donate furnishings? 
 
2. Have you coordinated your move?  

¶ Do you need assistance moving?  

¶ Do you need assistance setting up?  
 
Budgeting/Money Management Services 
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1. Have you established a monthly budget?  

¶ Do you need assistance with this task?  

¶ Have you written a "trial budget?"  

¶ 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?  

¶ Checking  

¶ 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 Activities 
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 independent living training to assist you with any of these activities? 
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2.2 Level of Care Assessment Form 
 

 


