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State Plan Under Title XIX of the Social Security Act 
MONTANA: 

Community First Choice State Plan Option 

Note: Community First Choice (CFC) and Community First Choice Option (CFCO) are used interchangeably in this 
document to reference Montana’s Community First Choice State Plan Option. 

i. Eligibility

The State determines eligibility for Community First Choice (CFC) services in the manner prescribed under 42 CFR
441.510. To receive Community First Choice (CFC) services and supports individuals must meet the following
requirements:
(a) Be eligible for medical assistance under the State Plan;
(b) As determined annually—

(1) Be in an eligibility group under the State Plan that includes nursing facility services; or
(2) If in an eligibility group under the State Plan that does not include such nursing facility services have an income

that is at or below 150 percent of the Federal poverty level (FPL).* In determining whether the 150 percent of
the FPL requirement is met, States must apply the same methodologies as would apply under their Medicaid
State Plan, including the same income disregards in accordance with section 1902(r ) (2) of the Act; and
(*) Nursing facility services are included in the State Plan services for Categorically Needy and Medically
Needy groups under Montana Medicaid. Because Montana provides coverage for nursing facility services to
all categorically needy and medically needy individuals to whom the services may be offered, no individuals at 
present meet the description in (b)(2) under Montana’s State Plan.

c) Receive a determination, at least annually, that in the absence of the home and community-based attendant services
and supports provided under this subpart, the individual would otherwise require the level of care furnished in a hospital, 
a nursing facility, an intermediate care facility for individuals with intellectual disabilities, an institution providing
psychiatric services for individuals under age 21, or an institution for mental diseases for individuals age 65 or over, if
the cost could be reimbursed under the State Plan.  The State may permanently waive the annual recertification
requirement for an individual if:

(1) It is determined that there is no reasonable expectation of improvement or significant
change in the individual’s condition because of the severity of a chronic condition or the degree of impairment
of functional capacity; and

(2) The state agency, or designee, retains documentation of the reason for waiving the
annual recertification requirement.

d) For purposes of meeting the criterion under paragraph (b) of this section, individuals who qualify for medical
assistance under the special home and community-based waiver eligibility group defined at section
1902(a)(10)(A)(ii)(VI) of the Act must meet all section 1915(c) requirements and receive at least one home and
community-based waiver service per month.
e) Individuals receiving services through Community First Choice will not be precluded from receiving other home and
community-based long-term care services and supports through other Medicaid State Plan, waiver, and grant or
demonstration authorities but will not be allowed to receive duplicative services in CFC or any other available
community based service.

The Quality Improvement Organization performs level of care assessments for nursing facility placement, preadmission 
screening, CFC functional assessments, and utilization and review of multiple Medicaid contracts. They coordinate with 
medical professionals, nursing facilities and hospitals; as well as community members and Medicaid eligible individuals 
to provide information and assistance on long term care options. 
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State Plan Under Title XIX of the Social Security Act 
MONTANA: 

Community First Choice State Plan Option 
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State Plan Under Title XIX of the Social Security Act 
MONTANA: 

Community First Choice State Plan Option 

ii. Electronic Visit Verification

The State complies with the Electronic Visit Verification System (EVV) requirements for Community First
Choice Services (CFCS).

iii. Home and Community-Based Settings

CFC services will be provided in residential settings, which will be limited to those in which the State determines that
the setting requirements outlined in 42.CFR 441.530 are met.  The State has established CFC Residential Criteria to
ensure compliance with this requirement. If a setting does not meet the CFC Residential Criteria it is not deemed
“residential” and, therefore, is ineligible for CFC services. CFC residential settings include individual homes,
apartment buildings, retirement homes, and group living environments that meet the CFC Residential Criteria. CFC
services are not available in any of the settings outlined in Section 1915(k)(1)(A)(ii) of the Act; nursing facility,
institution for mental diseases, hospitals providing long-term care services, or an Intermediate Care Facility for
Individuals with Intellectual Disability. In addition, CFC services are typically not available in developmental
disability group homes, mental health group homes, adult foster homes, and assisted living environments. These
settings are explicitly excluded because personal assistance is already included as part of their rate. CFC services may
be provided in private residences and in provider owned or controlled settings where the beneficiary lives in a private
residence owned by an unrelated caregiver (who is paid for providing HCBS services to the individual). Any
permissible modifications of rights within a provider owned and controlled setting is incorporated into an individual’s
person-centered service plan and meets the requirements of 42 CFR 441.530(a)(vi)(F).

HCBS Quality Assurance: 

The quality assurance process for CFC services ensures that services and settings are monitored prior to the 
delivery of CFCS (at intake) and at least every six months, or more frequently if necessary. Monitoring includes 
an in-person visit with the consumer, and/or their guardian and any other individuals the consumer chooses to 
have present. Monitoring includes the completion of a settings attestation tool. It also uses visual cues related to 
the consumer condition; verbal cues reported by the consumer and those in attendance through open-ended 
discourse; review of service delivery documentation and planning documents; and historical context from 
previously documented visits and events. 

This approach ensures that services and settings are assessed at a point-in-time; but also related to a broader scope 
of service outcomes over the course of time. The visits are documented specified forms.  Findings that require 
remediation and actions steps are clearly documented on the form. The CFC Planner and/or CFC Provider provide 
appropriate oversight of all action plans. Department quality assurance staff review the CFC Planner and CFC 
Provider oversight efforts to ensure monitoring occurs and that findings are documented appropriately and include 
follow-up, when necessary. This review activity, including the frequency and measurement standards, are further 
outlined in the CFC SPA. 
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