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Montana Resource Allocation Protocol

Name of Focus Person:_____________________________________






MONA Completed:________________________________________
General Information
Focus Person:

Name:_____________________________________________________________________________


        First Name                                     M.I.                                   Last Name                                               Region
Social Security Number:  ___ ___ ___  -  ___ ___  -  ___ ___ ___ ___

Medicaid Number:  ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ 
AWACS Number:   ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

Address: __________________________________________________________________________

Focus Person’s Complete Home Address, Including Apartment #
____________________________________________
_________________
 __________________________

City or Town



             State


 Zip Code

___________________________________________

________________________________________________



County of Residence




Home Telephone Number

Complete if the person’s home address is different from his or her mailing address:

__________________________________________________________________________________

Focus Person’s Complete Home Address, Including Apartment #
____________________________________________
_________________
 __________________________

City or Town



             State


 Zip Code

___________________________________________

________________________________________________



County of Residence




Home Telephone Number

Person(s) providing information for this assessment, in addition to the focus person:

______________________________________
________________________________________



   Name




Agency, Service Provider, or Relationship (if applicable)

_____________________________________________
________________________________________________



    Name




Agency, Service Provider, or Relationship (if applicable)

_____________________________________________
________________________________________________



    Name




Agency, Service Provider, or Relationship (if applicable)

_____________________________________________
________________________________________________



    Name




Agency, Service Provider, or Relationship (if applicable)

_____________________________________________
________________________________________________



    Name




Agency, Service Provider, or Relationship (if applicable)

Montana Resource Allocation Protocol

Name of Focus Person:_____________________________________






MONA Completed:________________________________________
Section A:  General and Individual Descriptive Information
1.
YOUR DATE OF BIRTH?

___ ___  -  ___ ___  -  ___ ___ ___ ___







  Month             Day                       Year
2.
GENDER?

(Check One)

 FORMCHECKBOX 
  Male
 FORMCHECKBOX 
  Female

3.
YOUR LEGAL STATUS?   (Check all that apply.)
 FORMCHECKBOX 

I am a minor child and my parents are my guardian

 FORMCHECKBOX 

I am a minor child and I live with my grandparents or other relatives

 FORMCHECKBOX 

I have a foster parent and my biological or adopted parents are my legal guardian
 FORMCHECKBOX 

I have a foster parent and have a legally appointed guardian other than my parents or relatives

 FORMCHECKBOX 

I have a guardian ad litem

 FORMCHECKBOX 

I am a legally competent adult

 FORMCHECKBOX 

Other:_______________________________________________________________________

Non-parental guardian address (if applicable):_____________________________________________







  _____________________________________________
4.
WHERE DO YOU LIVE TODAY?  (Check only one)

 FORMCHECKBOX 

In my own home with my parents

 FORMCHECKBOX 

In a home with my relatives


 FORMCHECKBOX 

In my own home with non-relatives


 FORMCHECKBOX 

In my own home/apartment with no roommates


 FORMCHECKBOX 

In a foster home: voluntary


 FORMCHECKBOX 

In a foster home: court ordered


 FORMCHECKBOX 

In a group home


 FORMCHECKBOX 

Other (identify or select one below) _________________________________________




 FORMCHECKBOX 

In an emergency / crisis residence




 FORMCHECKBOX 

In an intensive residence




 FORMCHECKBOX 

In a nursing home




 FORMCHECKBOX 

In a psychiatric / mental health facility

Montana Resource Allocation Protocol

Name of Focus Person:_____________________________________






MONA Completed:________________________________________
5.
DO YOU PLAN TO MOVE IN THE NEXT 12, 24, OR 36 MONTHS?  

(Please select all that apply)

   12
   24
   36

    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

My current home is fine and no changes are anticipated

    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

My current home is fine as long as current levels of support are  




maintained
    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

I want to stay in my home, but I cannot without some additional help.

    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

I want to return to my home

    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

I am on a waiting list for  FORMCHECKBOX 
 foster home,  FORMCHECKBOX 
 group home,  FORMCHECKBOX 
 other
    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

I have health or medical problems and I cannot remain at home without




additional support
    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

I have behavioral challenges and I cannot remain at home without

 additional support


    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

My parents / caregivers have health or medical challenges and I cannot

remain at home without additional supports

    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

My parents / caregivers have medical / surgical appointments and I

require additional, but time limited, supports






Date scheduled 
__________________________________
6.
DO YOU SEE ANY OF THE FOLLOWING CHANGES OCCURRING IN YOUR LIFE IN THE NEXT 12, 24, OR 36 MONTHS:   (Please select all that apply)

   12
   24
   36

    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

Entering / Changing School

    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

Leaving school

    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

Finding or beginning a job

    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

Getting less help from current caregiver

    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

Getting more help from current caregiver

    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

Health / Medical situation that impacts current caregiver

    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

Current services are being decreased or discontinued

    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

No change is anticipated


    FORMCHECKBOX 

    FORMCHECKBOX 

    FORMCHECKBOX 

I have been referred and I am on a waiting list for:





 FORMCHECKBOX 
 ________________________________






 FORMCHECKBOX 
 ________________________________






 FORMCHECKBOX 
 ________________________________






 FORMCHECKBOX 
 ________________________________

CHECK IF THE REQUEST IS URGENT   FORMCHECKBOX 

Montana Resource Allocation Protocol

Name of Focus Person:_____________________________________






MONA Completed:________________________________________
Section B:  Individual Descriptive Information
Do You Plan to Move During the Next 12 Months?
If you plan to move to a new city during the next year, please list the new city and number of months in which you intend to live at this new location.

	City / State / Zip Code
	How long (number of months) do you plan on living in this arrangement?

	Current City


	

	New City / State*


	


* If the focus person plans on moving to another state, please contact the regional DDP office for instructions on how to
    determine the resource allocation
Montana Resource Allocation Protocol

Name of Focus Person: ____________________________________






MONA Completed: _______________________________________
Step #1:  Living in the Community: Persons Under 16 Years


1  =  Level 1:
You do not need any personal support.


2  =  Level 2:
You need personal support and it is limited to occasional reminders




or verbal prompts and/or physical assistance.


3  =  Level 3:
You need personal support and require daily reminders, verbal 




and/or physical prompts.


4  =  Level 4:
You need personal support from someone and require supervision




including total assistance in order to complete.


5  =  Level 5:
You need personal support from someone who has specialized training.

0  =  

Don’t know.


9  =

Not applicable.

	
	Situations Needing Support
	Level of paid support you need during the next 12 months
	Hours of unpaid support (e.g. hours and person per event)  *

	1
	If I play with my friends, what level of support do I need?
	1  2  3  4  5    0  9
	

	2
	If I attend a birthday or similar party, what level of support would I need?
	1  2  3  4  5   0  9
	

	3
	If I attend school on a regular basis, what level of support do I need?
	1  2  3  4  5   0  9
	

	4
	If I go shopping with my family for food, clothes, and other personal items, what level of support do I need?
	1  2  3  4  5   0  9
	

	5
	If I attend social outings and community gatherings on a regular basis, what level of support do I need?
	1  2  3  4  5   0  9
	

	6
	If I use the community transportation system, what level of support do I need?
	1  2  3  4  5   0  9
	

	7
	If I attend and participate in community organizations and activities, what level of support do I need? 
	1  2  3  4  5   0  9
	

	8
	If I attend family events such as weddings, holiday gatherings, and reunions, what level of support do I need?
	1  2  3  4  5   0  9
	

	9
	If I attend religious services and similar activities, what level of support do I need?
	1  2  3  4  5   0  9
	

	10
	If I attend after school activities, including sporting events, school celebrations, and theater, what level of support do I need?
	1  2  3  4  5   0  9
	

	11
	If I attend neighborhood activities, what level of support do I need?
	1  2  3  4  5   0  9
	


* OPTIONAL – Please note this data will be useful for team discussion and future
consideration, but will not affect allocation for paid support during the next 12 months.
Montana Resource Allocation Protocol

Name of Focus Person: ____________________________________







MONA Completed: _______________________________________

Living in the Community: Persons Age 16, 17 or 18


1  =  Level 1:
You do not need any personal support.


2  =  Level 2:
You need personal support and it is limited to occasional reminders




or verbal prompts and/or physical assistance.


3  =  Level 3:
You need personal support and require daily reminders, verbal 




and/or physical prompts.


4  =  Level 4:
You need personal support from someone and require supervision




including total assistance in order to complete.


5  =  Level 5:
You need personal support from someone who has specialized training.


0  =  

Don’t know.


9  =

Not applicable.

	
	Situations Needing Support
	Level of paid support you need during the next 12 months
	Hours of unpaid support (e.g. hours and person per event)  *

	1
	I can find a place to live and manage all leases or rent arrangements.
	1  2  3  4  5    0  9
	

	2
	I can find a new job and manage my career.
	1  2  3  4  5   0  9
	

	3
	I can pay my rent and utilities on time.
	1  2  3  4  5   0  9
	

	4
	I can shop for food, clothes, and other personal items.
	1  2  3  4  5   0  9
	

	5
	I can arrange and attend social outings and community gatherings on a regular basis.
	1  2  3  4  5   0  9
	

	6
	I can use the community transportation system (if available).
	1  2  3  4  5   0  9
	

	7
	I can attend and participate in community clubs, organizations and activities. 
	1  2  3  4  5   0  9
	

	8
	I can keep myself safe in my neighborhood and I can avoid being exploited, taken advantage of, and dangerous situations and people.
	1  2  3  4  5   0  9
	

	9
	I can routinely work or participate in activities on a daily basis.
	1  2  3  4  5   0  9
	

	10
	I know how to get assistance.
	1  2  3  4  5   0  9
	

	11
	I can manage changes and alter my daily schedule.
	1  2  3  4  5   0  9
	

	12
	I can manage my financial affairs.
	1  2  3  4  5   0  9
	

	13
	I can advocate for myself.
	1  2  3  4  5   0  9
	

	14
	I can manage my personal and legal affairs.
	1  2  3  4  5   0  9
	


* OPTIONAL – Please note this data will be useful for team discussion and future

consideration, but will not affect allocation for paid support during the next 12 months.
Montana Resource Allocation Protocol

Name of Focus Person: ____________________________________







MONA Completed: _______________________________________

Step #2:  Challenging Behaviors


1  =  Level 1:
You do not need any personal support.


2  =  Level 2:
You need personal support and it is limited to occasional reminders




or verbal prompts and/or physical assistance.


3  =  Level 3:
You need personal support and require daily reminders, verbal 




and/or physical prompts.


4  =  Level 4:
You need personal support from someone and require supervision




including total assistance in order to complete.


5  =  Level 5:
You need personal support from someone who has specialized training.


0  =  

Don’t know.


9  =

Not applicable.

	
	Situations Needing Support
	Level of paid support you need during the next 12 months
	Hours of unpaid support (e.g. hours and person per event)  *

	1
	What level of assistance is required so that I can manage my relationship with other people.
	1  2  3  4  5    0  9
	

	2
	What level of assistance is required so that I can keep myself safe from harm.
	1  2  3  4  5   0  9
	

	3
	What level of assistance is required so that I can keep property and possessions free of damage.
	1  2  3  4  5   0  9
	

	4
	What level of assistance is required so that I can participate in social situations and community events.
	1  2  3  4  5   0  9
	

	5
	What level of assistance is required so that I can engage in age-appropriate activities.
	1  2  3  4  5   0  9
	


If any two “Situations Needing Support” are rated as a “4” or if any one “Situations Needing Support” is rated as a “5”, you must complete “Appendix A”:  Individual Additions Worksheet.”

* OPTIONAL – Please note this data will be useful for team discussion and future

consideration, but will not affect allocation for paid support during the next 12 months.
Montana Resource Allocation Protocol

Name of Focus Person: ____________________________________







MONA Completed: _______________________________________

Step #3:  Current Abilities


1  =  Level 1:
You do not need any personal support.


2  =  Level 2:
You need personal support and it is limited to occasional reminders




or verbal prompts and/or physical assistance.


3  =  Level 3:
You need personal support and require daily reminders, verbal 




and/or physical prompts.


4  =  Level 4:
You need personal support from someone and require supervision




including total assistance in order to complete.


5  =  Level 5:
You need personal support from someone who has specialized training.


0  =  

Don’t know.


9  =

Not applicable.

	
	Situations Needing Support
	Level of paid support you need during the next 12 months
	Hours of unpaid support (e.g. hours and person per event)  *

	1
	What level of support is required to eat and drink
	1  2  3  4  5    0  9
	

	2
	What level of support is required to dress oneself.
	1  2  3  4  5   0  9
	

	3
	What level of support is required to bathe oneself and manage personal hygiene.
	1  2  3  4  5   0  9
	

	4
	What level of support is required to prepare meals.
	1  2  3  4  5   0  9
	

	5
	What level of support is required to get in and out of bed, chairs, or other resting situations.
	1  2  3  4  5   0  9
	

	6
	What level of support is required to move around the house from room to room.
	1  2  3  4  5   0  9
	

	7
	What level of support is required in order to play with one’s friends.
	1  2  3  4  5   0  9
	

	8
	What level of support is required to help around the house with chores.
	1  2  3  4  5   0  9
	

	9
	What level of support is required to ride in a car or bus.
	1  2  3  4  5   0  9
	

	10
	What level of support is required to attend school, church and other activities.
	1  2  3  4  5   0  9
	

	11
	What level of support is required to communicate verbally, sign language, gestures or with the assistance of augmented devices.
	1  2  3  4  5   0  9
	


* OPTIONAL – Please note this data will be useful for team discussion and future

consideration, but will not affect allocation for paid support during the next 12 months.
Montana Resource Allocation Protocol

Name of Focus Person: ____________________________________







MONA Completed: _______________________________________

Step #4:  Health and Health Care


1  =  Level 1:
You do not need any personal support.


2  =  Level 2:
You need personal support and it is limited to occasional reminders




or verbal prompts and/or physical assistance.


3  =  Level 3:
You need personal support and require daily reminders, verbal 




and/or physical prompts.


4  =  Level 4:
You need personal support from someone and require supervision




including total assistance in order to complete.


5  =  Level 5:
You need personal support from someone who has specialized training.


0  =  

Don’t know.


9  =

Not applicable.

	
	Situations Needing Support
	Level of paid support you need during the next 12 months
	Hours of unpaid support (e.g. hours and person per event)  *

	1
	What level of support is needed to take medications and manage medical treatments.
	1  2  3  4  5    0  9
	

	2
	What level of support is needed to avoid injury or bed sores.
	1  2  3  4  5   0  9
	

	3
	What level of support is needed to manage medical situations or conditions..
	1  2  3  4  5   0  9
	

	4
	What level of support is needed to plan meals to support a health condition.
	1  2  3  4  5   0  9
	

	5
	What level of support is needed to use specialized medical equipment (ventilators, G-tubes, J-tubes, for example, while excluding less specialized intervention such as orthotics).
	1  2  3  4  5   0  9
	

	6
	What level of support is needed to arrange for therapy appointments.
	1  2  3  4  5   0  9
	

	7
	What level of support is needed to monitor overall health care.
	1  2  3  4  5   0  9
	

	8
	What level of support is needed to initiate and/or maintain physical activities.
	1  2  3  4  5   0  9
	

	9
	What level of support is needed to access specialized mental health services.
	1  2  3  4  5   0  9
	

	10
	Specialized equipment and/or need home modifications are required (if not required, a “wish list” may be developed for future reference, but no current allocation).
If yes, please complete “Appendix A: Individual Additions Worksheet.”
	Yes_________
No_________
	


* OPTIONAL – Please note this data will be useful for team discussion and future

consideration, but will not affect allocation for paid support during the next 12 months.
Montana Resource Allocation Protocol

Name of Focus Person: ____________________________________







MONA Completed: _______________________________________

Step #5:  Agreement / Disagreement
(Check only one)
 FORMCHECKBOX 

I have reviewed all the responses and I agree with the information marked.
 FORMCHECKBOX 

I have reviewed all the responses and I do not believe my situation is 


completely reflected.  I have the following concerns:


_____________________________________________________________


_____________________________________________________________


_____________________________________________________________


_____________________________________________________________

 FORMCHECKBOX 

I have reviewed all the responses and I request another MONA be completed.


My request is based on the following:


_____________________________________________________________


_____________________________________________________________


_____________________________________________________________


_____________________________________________________________

Montana Resource Allocation Protocol

Name of Focus Person: ____________________________________







MONA Completed: _______________________________________

Step #6:  Signature Sheet

	Focus Person:
__________________________________________________       ___________________________
Signature                                                                                           Print Name
(Your signature does not waive your right to appeal; it only denotes your participation in providing information.)

Date:  ___ ___ / ___ ___ / ___ ___ ___ ___



	Guardian, Parent or Legal Representative, if needed (person with legal authority to apply for governmental benefits):

_________________________________________________       ______________________________

Signature                                                                                         Print Name

(Your signature does not waive your right to appeal; it only denotes your participation in providing information.)

Date:  ___ ___ / ___ ___ / ___ ___ ___ ___



	Witness:

_________________________________________________       ______________________________

Signature                                                                                         Print Name

Date:  ___ ___ / ___ ___ / ___ ___ ___ ___



	Rater:

_________________________________________________       ______________________________

Signature                                                                                         Print Name

Date:  ___ ___ / ___ ___ / ___ ___ ___ ___



Montana Resource Allocation Protocol

Name of Focus Person: ____________________________________







MONA Completed: _______________________________________

APPENDIX A: INDIVIDUAL ADDITIONS WORKSHEET

Staff Required

	LEVEL OF PAID STAFF REQUIRED

	POSITION
	HOURS PER WEEK
	NUMBER OF WEEKS
	ANNUAL TOTAL
	PUBLISHED RATE
	TOTAL COST

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Home Modifications

	RECOMMENDED MODIFICATIONS
	ESTIMATED COST

	
	

	
	

	
	

	
	

	
	

	
	

	Contractor’s Name and Address:
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MONA Completed: _______________________________________

APPENDIX A (cont.)
Specialized Equipment

	RECOMMENDED EQUIPMENT
	ESTIMATED COST

	
	

	
	

	
	

	
	

	
	

	
	

	Is Training Required?


	

	Contractor’s Name and Address:




Specialized Training
	RECOMMENDED TRAINING
	ESTIMATED COST

	
	

	
	

	
	

	
	

	
	

	
	

	Provider’s Name and Address:










