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DEPARTMENT OF HEALTH & HUMAN SERVICES  

Centers for Medicare & Medicaid Services 

7500 Security Boulevard, Mail Stop S2-26-12 

Baltimore, Maryland 21244-1850 

 

Managed Care Group 

 

June 26, 2026 

 

 

Rebecca de Camara 

Montana Medicaid and Health Services Interim Executive Director 

Montana Department of Public Health & Human Services 

P.O. Box 4210 

Helena, MT 59604 

 

Re: Montana State Plan Amendment (SPA) 26-0002 

 

 

Dear Director de Camara: 

 

The Centers for Medicare & Medicaid Services (CMS) completed review of Montana’s 1932(a) 

State Plan Amendment (SPA) Transmittal Number MT 26-0002 submitted on April 2, 2026. The 

purpose of this SPA is to implement Primary Care Montana, a PCCM program, under the authority 

of Section 1932(a) of the Social Security Act. This amendment integrates the State’s existing 

Passport to Health, Patient-Centered Medical Home (PCMH), and Comprehensive Primary Care 

Plus (CPC+) programs into a single, coordinated, value-based model for primary care. 

Additionally, this SPA approval discontinues authority for annual performance-based incentive 

payments to qualifying CPC+ providers. Further, the state will continue their pharmacy and 

provider lock-in program pursuant to Section 1915(a)(2) of the Social Security Act.  

 

We conducted our review of this amendment according to statutory requirements of Title XIX of 

the Social Security Act and implementing Federal regulations.  This letter is to inform you that 

Montana’s Medicaid SPA Transmittal Number MT 26-0002 is approved effective July 1, 2026.   

 

CMS approval of this SPA is conditioned on the state’s continued compliance with Medicaid 

program integrity requirements, including 42 CFR 438 and 42 CFR 455. The state must ensure 

that the state and its managed care programs appropriately support program integrity 

activities, including the prevention, detection, investigation, referral, and resolution of fraud, 

waste, and abuse through appropriate staffing, oversight, controls, data, analytics, reporting, 

audits, and other actions. The state is responsible for monitoring all aspects of the managed 

care program, including the performance of every managed care plan related to program 

integrity as required in 42 CFR 438.66(b)(9). Any material changes to managed care plans’ 

program integrity responsibilities must be clearly effectuated through the state’s managed care 

contracts submitted to CMS for review and approval in accordance with 42 CFR 438.3(a). 

 

 

 

     







INSTRUCTIONS FOR COMPLETING FORM CMS-179 
 

Use Form CMS-179 to transmit State plan material to the Center for Medicaid & CHIP Services for approval.  Submit a separate 
typed transmittal form with each plan/amendment. 
 
Block 1 - Transmittal Number - Enter the State Plan Amendment transmittal number. Assign consecutive numbers on a calendar year basis 

with the first two digits being the two-digit year (e.g., 21-0001, 21-0002, etc.). Because states have different state fiscal years, a calendar 
year is required for consistency. 

 
Block 2 - State - Enter the two-letter abbreviation code of the State/District/Territory submitting the plan material. 
 
Block 3 - Program Identification - Enter the applicable Title of the Social Security Act (Title XIX Medicaid or Title XXI CHIP). 
 
Block 4 - Proposed Effective Date - Enter the proposed effective date of material. The effective date of a new plan may not be earlier than 

the first day of the calendar quarter in which an approvable plan is submitted. With respect to expenditures for assistance under such 
plan, the effective date may not be earlier than the first day on which the plan is in operation on a statewide basis or earlier than the day 
following publication of notice of changes.  

 
Block 5 - Federal Statute/Regulation Citation - Enter the appropriate statutory/regulatory citation. 
 
Block 6 - Federal Budget Impact - 6(a) - IN WHOLE DOLLARS, NOT IN THOUSANDS, Enter 1st Federal Fiscal Year (FFY) impacted by 

the SPA & estimated Federal share of the cost of the SPA for 1st FFY.  The first FFY should be the FFY inclusive of the earliest effective 
date of any amended payment language; 6 (b) - Enter 2nd FFY impacted by the SPA & estimated Federal share of the cost for 2nd FFY. 
In general, the estimates should include any amount not currently approved in the state’s plan for assistance. 

 
Block 7 - Page No.(s) of Plan Section or Attachment - Enter the page number(s) of plan material amended and transmitted.  If additional 

space is needed, use bond paper.  New pages should be included in Block 7, but not in Block 8. 
 

Block 8 - Page No.(s) of the Superseded Plan Section or Attachment (if Applicable) - Enter the page number(s) (including the transmittal 
number) that is being superseded. If additional space is needed, use bond paper.  Deleted pages should be included in Block 8, but not 
in Block 7. 

 
Block 9 - Subject of Amendment - Briefly describe plan material being transmitted. 
 
Block 10 - Governor’s Review - Check the appropriate box. See SMM section 13026 A. 
 
Block 11 - Signature of State Agency Official - Authorized State official signs this block. 
 
Block 12 - Typed Name - Type name of State official who signed block 11. 
 
Block 13 - Title - Type title of State official who signed block 11. 
 
Block 14 - Date Submitted - Enter the date that the state transmits plan material to CMCS. Unless the state officially withdraws this SPA and 

then resubmits it, this date should not be revised. Documentation of version revisions will be maintained in the CMCS administrative 
record. 

 
Block 15 - Return To - Type the name and address of State official to whom this form should be returned. 
 
Block 16–22 (FOR CMS USE ONLY). 
 
Block 16 - Date Received - Enter the date plan material is received by CMCS. This is the date that the submission is received by CMCS via 

the subscribed submission process. 
 
Block 17 - Date Approved - Enter the date CMCS approved the plan material. 
 
Block 18 - Effective Date of Approved Material - Enter the date the plan material becomes effective. If more than one effective date, list 

each provision and its effective date in Block 22 or attach a sheet. 
 
Block 19 - Signature of Approving Official - Approving official signs this block. 
 
Block 20 - Typed Name of Approving Official - Type approving official’s name. 
 
Block 21 - Title of Approving Official - Type approving official’s title. 
 
Block 22 - Remarks - Use this block to reference and explain agreed to changes and strike-throughs to the original CMS-179 as submitted, a 

partial approval, more than one effective date, etc. If additional space is needed, use bond paper. 
 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB 
number for this information collection is 0938-0193. The time required to complete this information collection is estimated to average 1 hour per response, including the time to review 
instructions, searching existing data resources, gather the data needed, and complete and review the information collection. If you have any comments concerning the accuracy of the 
time estimate(s) or suggestions for improving this form, please write to: CMS, Attn: PRA Reports Clearance Officer, 7500 Security Boulevard, Baltimore, Maryland 21224-1850. 



TN No. 26-0002 

Supersedes TN 

No. NEW 

     Approval Date 6/26/26                                                         Effective Date July 1, 2026 

CMS-PM-10120                                                                                                                                        ATTACHMENT 3.1-F 

Page: 19 

OMB No.:0938-0933 

 

State:                                Montana 

 

 
Citation                            Condition or Requirement 

  

 

   1932(a)(1)(A) A. Section 1932(a)(1)(A) of the Social Security Act. 
 

The State of       Montana enrolls Medicaid beneficiaries on a mandatory basis 
 

into managed care entities (managed care organization [MCOs], primary care case 

managers [PCCMs], and/or PCCM entities) in the absence of section 1115 or 

section 1915(b) waiver authority. This authority is granted under section 

1932(a)(1)(A) of the Social Security Act (the Act). Under this authority, a state can 

amend its Medicaid state plan to require certain categories of Medicaid 

beneficiaries to enroll in managed care entities without being out of compliance 

with provisions of section 1902 of the Act on statewideness (42 CFR 431.50), 

freedom of choice (42 CFR 431.51) or comparability (42 CFR 440.230). 

This authority may not be used to mandate enrollment in Prepaid Inpatient Health 

Plans (PIHPs), Prepaid Ambulatory Health Plans (PAHPs), nor can it be used to 

mandate the enrollment of Medicaid beneficiaries described in 42 CFR 438.50(d). 

Where the state’s assurance is requested in this document for compliance with a 

particular requirement of 42 CFR 438 et seq., the state shall place a check mark to 

affirm that it will be in compliance no later than the applicable compliance date. All 

applicable assurances should be checked, even when the compliance date is in the 

future. Please see Appendix A of this document for compliance dates for 

various sections of 42 CFR 438. 

1932(a)(1)(B)(i) B. Managed Care Delivery System. 

1932(a)(1)(B)(ii) 

42 CFR 438.2  The State will contract with the entity(ies) below and reimburse them as noted 

42 CFR 438.6 under each entity type. 

42 CFR 438.50(b)(1)-(2) 

1. ☐ MCO 

a. ☐Capitation 

b. ☐The state assures that all applicable requirements of 42 CFR 438.6, 

regarding special contract provisions related to payment, will be met. 

 

2.  PCCM (individual practitioners) 

a.  Case management fee 

b.  Other (please explain below) 

 

Primary Care Montana (PCMT) is a tiered program designed to improve population 

health management, with providers in all tiers being reimbursed a per member per 

month (PMPM) care coordination fee in addition to fee-for-service reimbursement. 

Tiers have been designed as follows, and providers must meet participation 

requirements for the tier in which they are participating: 

 

 

 



TN No. 26-0002 

Supersedes TN 

No. NEW 

     Approval Date 6/26/26                                                         Effective Date July 1, 2026 

CMS-PM-10120                                                                                                                                        ATTACHMENT 3.1-F 

Page: 20 

OMB No.:0938-0933 

 

State:                                Montana 

 

 
Citation                            Condition or Requirement 

  

 

Tier 1: Foundational tier, focusing on strengthening preventive care, improving quality 

outcomes, and supporting patient-centered primary care practices. Participating 

providers receive a PMPM care coordination fee in exchange for meeting benchmarks 

and performance expectations. 

 

Tier 2: Provides a PMPM care coordination fee to support primary care providers in 

helping patients transition safely back to community-based care after inpatient 

hospitalization. PMPM reimbursement is tied to performance in improving post-

discharge outcomes and reducing avoidable readmissions (unplanned hospital 

readmissions occurring shortly after a patient's discharge from an initial admission). 

 

Additional details and specific rates can be found in the PCCM contracts. 

 

3. ☐ PCCM entity 

a. ☐ Case management fee 

b. ☐ Shared savings, incentive payments, and/or financial rewards (see 

42 CFR 438.310(c)(2)) 

c. ☐ Other (please explain below) 
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State:                               Montana 

 

   

  Citation                            Condition or Requirement  

 

 

If PCCM entity is selected, please indicate which of the following function(s) the 

entity will provide (as in 42 CFR 438.2), in addition to PCCM services: 

☐ Provision of intensive telephonic case management 

☐ Provision of face-to-face case management 

☐ Operation of a nurse triage advice line 

☐ Development of enrollee care plans. 

☐ Execution of contracts with fee-for-service (FFS) providers in the 
FFS program 

☐ Oversight responsibilities for the activities of FFS providers in the 
FFS program 

☐ Provision of payments to FFS providers on behalf of the State. 

☐ Provision of enrollee outreach and education activities. 

☐ Operation of a customer service call center. 

☐ Review of provider claims, utilization and/or practice patterns to 
conduct provider profiling and/or practice improvement. 

☐ Implementation of quality improvement activities including 

administering enrollee satisfaction surveys or collecting data 
necessary for performance measurement of providers. 

☐ Coordination with behavioral health systems/providers. 

☐ Coordination with long-term services and supports systems/providers. 

☐ Other (please describe):   
 

 

 

42 CFR 438.50(b)(4) C. Public Process. 

 

Describe the public process including tribal consultation, if applicable, utilized for 

both the design of the managed care program and its initial implementation. In 

addition, describe what methods the state will use to ensure ongoing public 

involvement once the state plan managed care program has been implemented. 

(Example: public meeting, advisory groups.) 

 

The State consulted with federally recognized tribes and Indian health programs 

through an in-person tribal consultation held December 10, 2025. The State also 

held a subsequent meeting with tribal health leaders on January 30, 2026, to 

provide additional program details. The State also sent tribal consultation letters 

mailed on February 27, 2026. During the in-person tribal consultation there was 

an opportunity for public comment, and the State also published an online public 

notice on February 27, 2026. Public notice and Tribal consultation letters invited 

comments and questions to be emailed or postmarked through March 29, 2026. 

 

Additionally, the State undertook significant efforts to engage key partners in 

development of the program, including multiple monthly virtual meetings beginning  

in fall of 2024, accompanied by a key partner survey, and continuing with virtual  

meetings through fall of 2025, with a pause for the 2025 Montana legislative  
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State:                               Montana 

 

   

  Citation                            Condition or Requirement  

 

session. An in-person meeting to obtain provider feedback was also held in  

Billings, Montana on October 7, 2025. The State anticipates ongoing opportunities 

for feedback through future virtual and in-person key partner sessions as the 

program is further developed and implemented. 

 

If the program will include long term services and supports (LTSS), please indicate 

how the views of stakeholders have been, and will continue to be, solicited and 

addressed during the design, implementation, and oversight of the program, 

including plans for a member advisory committee (42 CFR 438.70 and 438.110) 

D. State Assurances and Compliance with the Statute and Regulations. 

If applicable to the state plan, place a check mark to affirm that compliance with the 

following statutes and regulations will be met. 

 

1932(a)(1)(A)(i)(I) 1. ☐ The state assures that all of the applicable requirements of 

1903(m) section 1903(m) of the Act, for MCOs and MCO contracts will be met. 

42 CFR 438.50(c)(1) 

 
1932(a)(1)(A)(i)(I) 2.  The state assures that all the applicable requirements of section 1905(t) 
1905(t)  of the Act for PCCMs and PCCM contracts (including for PCCM entities) will 

be met. 
42 CFR 438.50(c)(2) 

1902(a)(23)(A) 

 

1932(a)(1)(A) 3. ☐  The state assures that all the applicable requirements of section 1932 

42 CFR 438.50(c)(3) (including subpart (a)(1)(A)) of the Act, for the state's option to limit freedom 

of choice by requiring beneficiaries to receive their benefits through managed 

care entities will be met. 

 

1932(a)(1)(A) 4.  The state assures that all the applicable requirements of 42 CFR 431.51 

42 CFR 431.51  regarding freedom of choice for family planning services and supplies as 

1905(a)(4)(C) defined in section 1905(a)(4)(C) will be met. 

42 CFR 438.10(g)(2)(vii) 

 

1932(a)(1)(A) 5.  The state assures that it appropriately identifies individuals in the 

mandatory exempt groups identified in 1932(a)(1)(A)(i). 

 
1932(a)(1)(A) 6.  The state assures that all applicable managed care requirements of 
42 CFR 438  42 CFR Part 438 for MCOs, PCCMs, and PCCM entities will be met. 
1903(m) 
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State:                               Montana 

 

 
Citation                            Condition or Requirement  

 

 

program (see E. Populations and Geographic Area and definitions in 42 CFR 

438.54(b)), please complete the below: 

1. For voluntary enrollment: (see 42 CFR 438.54(c)) 

a. Please describe how the state fulfills its obligations to provide information as 

specified in 42 CFR 438.10(c)(4), 42 CFR 438.10(e) and 42 CFR 

438.54(c)(3). 

The State will issue informational notices including all required information 

outlined in 42 CFR 438.10(e) upon eligibility determination or 

redetermination. Information outlining the program and its features will be 

available from the Member Help Line, informational mailings, and an online 

tutorial. 

State with voluntary enrollment must have an enrollment choice period or 

passive enrollment. Please indicate which will apply to the managed care 

program: 

b.  If applicable, please check here to indicate that the state provides an 

enrollment choice period, as described in 42 CFR 438.54(c)(1)(i) and 42 

CFR 438.54(c)(2)(i), during which individuals who are subject to voluntary 

enrollment may make an active choice to enroll in the managed care 

program, or will otherwise continue to receive covered services through the 

fee-for-service delivery system. 

i. Please indicate the length of the enrollment choice period: 
45 days 

All beneficiaries eligible to enroll in the program will receive information 

describing the program in the enrollment packet to all newly eligible 

beneficiaries by the enrollment broker. Included is a letter explaining to those 

eligible for the program that they have 45 days to select a primary care 

provider (PCP). If the PCP the beneficiary chooses is participating in the 

program, the beneficiary will be enrolled in the program. If the beneficiary’s 

chosen PCP is not participating in the program, the beneficiary will not be 

enrolled.  

 

If the beneficiary does not select a participating PCP within 45 days AND 

there are no claims from a Medicaid provider not participating in PCCM, the 

system will identify if a participating PCP is available for assignment and 

assign the beneficiary to the first provider available for assignment.  

 

Assignment will be system generated using an algorithm that looks at, in the 

following order: previous relationship with a PCP participating in the 

program, claims history, family enrollment history with PCP, tribal 

enrollment (if tribally enrolled, the provider will be IHS within 50 miles), and, 

finally, random assignment based on geographic area. 
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State:                               Montana 

 

 
Citation                            Condition or Requirement  

 

 

c. ☐ If applicable, please check here to indicate that the state uses a passive  

enrollment process, as described in 42 CFR 438.54(c)(1)(ii) and 

438.54(c)(2)(ii), for individuals who are subject to voluntary enrollment. 

i. If so, please describe the algorithm used for passive enrollment 

and how the algorithm and the state’s provision of information 

meets all of the requirements of 42 CFR 

438.54(c)(4),(5),(6),(7), and (8). 

ii. Please indicate how long the enrollee will have to disenroll 

from the plan and return to the fee-for-service delivery system: 
 

2. For mandatory enrollment: (see 42 CFR 438.54(d)) 

a. Please describe how the state fulfills its obligations to provide information 

as specified in 42 CFR 438.10(c)(4), 42 CFR 438.10(e) and 42 CFR 

438.54(d)(3). 

b. ☐ If applicable, please check here to indicate that the state provides an 

enrollment choice period, as described in 42 CFR 438.54(d)(2)(i), during  

which individuals who are subject to mandatory enrollment may make an 

active choice to select a managed care plan, or will otherwise be enrolled in 

a plan selected by the State’s default enrollment process. 

i. Please indicate the length of the enrollment choice period: 

 

c. ☐ If applicable, please check here to indicate that the state uses a default 

enrollment process, as described in 42 CFR 438.54(d)(5), for individuals 

who are subject to mandatory enrollment. 

i. If so, please describe the algorithm used for default enrollment 

and how it meets all of the requirements of 42 CFR 

438.54(d)(4), (5), (7), and (8). 

 

d. ☐ If applicable, please check here to indicate that the state uses a passive 

enrollment process, as described in 42 CFR 438.54(d)(2), for individuals 
who are subject to mandatory enrollment. 

i. If so, please describe the algorithm used for passive enrollment 

and how it meets all of the requirements of 42 CFR 

438.54(d)(4), (6), (7), and (8).  

1932(a)(4) 3. State assurances on the enrollment process. 

42 CFR 438.54 

Place a check mark to affirm the state has met all of the applicable requirements    

of choice, enrollment, and re-enrollment. 

   42 CFR 438.52 

a. ☐ The state assures that, per the choice requirements in 42 CFR 438.52: 
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42 CFR 438.52 

 

 

 

 

 

42 CFR 438.56(g) 

i. Medicaid beneficiaries with mandatory enrollment in an 

MCO will have a choice of at least two MCOs unless 

the area is considered rural as defined in 42 CFR 

438.52(b)(3); 

ii. Medicaid beneficiaries with mandatory enrollment in a 

primary care case management system will have a choice 

of at least two primary care case managers employed by or 

contracted with the State; 

iii. Medicaid beneficiaries with mandatory enrollment in a 

PCCM entity may be limited to a single PCCM entity and 

will have a choice of at least two PCCMs employed by or 

contracted with the PCCM entity. 

 

b. ☐ The state plan program applies the rural exception to choice requirements 

of 42 CFR 438.52(a) for MCOs in accordance with 42 CFR 438.52(b). 
Please list the impacted rural counties: 

 

 This provision is not applicable to this 1932 State Plan Amendment. 

 
c.  The state applies the automatic reenrollment provision in accordance 

with 42 CFR 438.56(g) if the recipient is disenrolled solely because he or she 
loses Medicaid eligibility for a period of 2 months or less.  

 

        ☐ This provision is not applicable to this 1932 State Plan Amendment.

I 
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Citation                            Condition or Requirement  

 

 

42 CFR 438.71 d.  The state assures that all applicable requirements of 42 CFR 438.71 

regarding developing and implementing a beneficiary support system that 

provides support to beneficiaries both prior to and after MCO, PCCM, or 

PCCM entity enrollment will be met. 

   1932(a)(4) G.  Disenrollment. 

42 CFR 438.56 1. The state will☐/ will not limit disenrollment for managed care. 

2. The disenrollment limitation will apply for  (up to 12 months). 

 
3. The state assures that beneficiary requests for disenrollment (with and without 

cause) will be permitted in accordance with 42 CFR 438.56. 

 

4. Describe the state's process for notifying the Medicaid beneficiaries of their right 

to disenroll without cause during the 90 days following the date of their initial 

enrollment into the MCO, PCCM, or PCCM entity. (Examples: state generated 

correspondence, enrollment packets, etc.) 

 

5. Describe any additional circumstances of “cause” for disenrollment (if any). 

 

H. Information Requirements for Beneficiaries. 

 

1932(a)(5)(c) The state assures that its state plan program is in compliance with 42 CFR 

42 CFR 438.50 438.10 for information requirements specific to MCOs, PCCMs, and PCCM entity 

42 CFR 438.10 programs operated under section 1932(a)(1)(A)(i) state plan amendments. 

 

1932(a)(5)(D)(b) I. List all benefits for which the MCO is responsible. 

1903(m) 

1905(t)(3) 

Complete the chart below to indicate every State Plan-Approved services that will 

be delivered by the MCO, and where each of those services is described in the 

state’s Medicaid State Plan. For “other practitioner services”, list each provider 

type separately. For rehabilitative services, habilitative services, EPSDT services 

and 1915(i), (j) and (k) services list each program separately by its own list of 

services. Add additional rows as necessary. 

In the first column of the chart below, enter the name of each State Plan-Approved 

service delivered by the MCO. In the second – fourth column of the chart, enter a 

State Plan citation providing the Attachment number, Page number, and Item 

number, respectively.
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To respond to items #1 and #2, place a check mark. The third item requires a brief 

narrative. 

 

1. The state will ☐/will not  intentionally limit the number of entities it contracts 

under a 1932 state plan option. 
 

2. ☐ The state assures that if it limits the number of contracting entities, this 

limitation will not substantially impair beneficiary access to services. 

 

3. Describe the criteria the state uses to limit the number of entities it contracts under 

a 1932 state plan option. (Example: a limited number of providers and/or 

enrollees.) 

 

4.  The selective contracting provision is not applicable to this state plan. 








