
 
      

 
  

 
 

 

   
 

   
  

   
    

  
  

   

  
   

  
 

  
      

   
 

 
 

      
 

   

  
  

Person-Centered   
Planning Requirements Overview  
Policy:  1101  
Section:  CFCS/PCS Person-Centered Planning  

SD-CFCS/PCS 
Community Services Bureau 
Senior and Long-Term Care Division 

Purpose   
Person-centered planning (PCP) is a service delivery process that focuses on what matters most to 
the member and how they want to live. It builds on their strengths and abilities to decide how 
services should be provided. The main goals are to support the member’s choices, involvement, and 
independence, while also ensuring health and safety. 

Definitions  
Plan Facilitator: The individual who guides the Community First Choice Services/Personal Care 
Services (CFCS/PCS) PCP process and ensures services reflect the program’s philosophy. 

Case Manager Plan Facilitator: If the member has a waiver case manager, that case manager also 
serves as the PF and is responsible for including CFCS/PCS in the member’s existing PCP process 
and guiding the development of the CFCS/PCS PCP within the broader case management 
framework. Case managers receive PCP training through the case management program. 

Provider Agency Plan Facilitator: If the member does not have a case manager, the PF is someone 
from the CFCS/PCS provider agency. This person is responsible for guiding the PCP process and 
must receive certification training in the PCP philosophy (CSB 1103). 

Provider Agency: An approved CFCS/PCS agency that enrolls with Optum and the Department to 
deliver state plan CFCS/PCS services. 

Requirements  
1. The member and PF must complete the PCP Form (SLTC-200), which outlines the member’s 

specific goals and objectives for receiving CFCS/PCS services. 

2. The PCP form must be completed initially and renewed at least annually or whenever 
significant changes occur. 

3. The CFCS/PCS agency nurse supervisor or program oversight staff must take part in the 
initial PCP process and must attend the annual planning visit in person. 

4. The PCP form will be based on the member’s functional assessment and service profile, 
which will be developed by the Department's utilization review contractor (URC) nurse 

5. The key components of the CFCS/PCS PCP process include the: 

• PCP form, and 
• CFCS/PCS Handbook. 

July 2026 Senior and Long-Term Care Division Page 1 of 2 



 
      

    
 

 

   
  

6. The PCP form must be signed by the PF and the CFCS/PCS provider upon intake and 
annually. 

References: ARM 37.40.1005 

Supersedes: SD/CFC/PAS 1101 (April 2018) 
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https://rules.mt.gov/browse/collections/aec52c46-128e-4279-9068-8af5d5432d74/policies/09098ee3-f948-4bcf-8e59-112f6b43aa91

