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	NAME OF PERSON:
	     

	SOCIAL SECURITY NUMBER:
	     

	CASE MANAGEMENT AGENCY/DDO:
	     

	

	Please check the appropriate line:

	 FORMCHECKBOX 
  NEW PLAN AND TIER SERVICE PACKAGE

	 FORMCHECKBOX 
  ANNUAL PLAN RENEWAL WITHIN EXISTING TIER SERVICE PACKAGE

                  **NO CHANGES TO SERVICE PACKAGE**

	 FORMCHECKBOX 
  TRANSFER OF AGENCY/DDO

	

	Program Type:

	 FORMCHECKBOX 
  Residential
	From: 
	
	To:
	     

	 FORMCHECKBOX 
  Day
	From: 
	     
	To:
	     

	 FORMCHECKBOX 
  Community
	From: 
	     
	To:
	     

	

	Requested effective date of transfer
	     

	

	CHANGE IN TIER SERVICE PACKAGE SUPPORTED BY A SIS

**Tier Service Package changes not supported by a SIS will not be accepted.**
EMERGENCY SITUATION – Received approval from the Director/Administrator at BHDDH

	

	Name of BHDDH Administrator 
	     
	Date
	     

	

	Date Sent to Dept: 
	     
	

	Date Received by Dept:
	     
	


Rev. 03.05.13
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	Individualized Service Plan

	
	

	Name:
	     
	Date Plan Written:
	     

	
	
	
	

	Social Security Number:
	     
	Date Of Birth:
	     

	
	

	Shared Living Arrangement Contractor (If Applicable):
	     

	
	
	
	

	Legal Guardian Name (If Applicable):
	     

	
	
	
	

	Address:
	     

	
	
	
	

	Residential Status:
	     
	
	

	
	
	
	

	Agency/DDO #1:
	     

	
	

	Agency/DDO #2:
	     

	
	

	Agency/DDO #3:
	     

	
	

	Requested Start Date:
	     
	Anniversary Date
	     

	
	

	(Addendum 1-ISP Attendance Sheet must be completed)

	
	

	The Individualized Service Plan describes specific supports and services authorized by the Department for a person with developmental disabilities in such areas as vocational social, medical and supportive living, and includes deliverable long term goals and objectives responsive to the individual needs of the Participant. This document shall be reviewed and revised annually and shall describe in detail the specific, clinically appropriate and individualized services authorized and funded by the Department to be provided by the Agency/DDO to the Participant, or which shall be directed by the Participant through a fiscal intermediary. 




	1. Participant’s Goals: Please describe what you want to happen in the next year and list the things that are the MOST important to you.

(Addendum 2- Summary of ISP Goals must be completed for each Agency/DDO)

	

	Agency/DDO #1 Goals:

	     

	Agency/DDO #2 Goals:

	

	     

	Agency/DDO #3 Goals:

	     

	

	2. Agency/DDO Responsibilities: Please provide an overall description of the support that the Agency/DDO will provide based upon the units of service on the attached Purchase Order. 

(Addendum 3- Schedule of Services must be completed by each Agency/DDO. Be sure to identify who (i.e. DDO, Participant, Family, etc.) will be providing the transportation).

	

	Agency/DDO #1 Responsibilities:

	     

	Agency/DDO #2 Responsibilities:

	

	     

	Agency/DDO #3 Responsibilities:

	     

	


	3.  Please describe the roles & responsibilities of the Participant/Family/Legal Guardian.

	

	Agency/DDO #1 Roles and Responsibilities:

	     

	Agency/DDO #2 Roles and Responsibilities:

	     

	Agency/DDO #3 Roles and Responsibilities:

	     

	

	4. Please provide documentation of the need for specialized health care, health maintenance services and the person or provider responsible for assuring that these services are provided. 

(Addendum 4-Diagnosis Form must be completed).



	

	Agency/DDO #1 Responsibilities:

	     

	Agency/DDO #2 Responsibilities:

	     

	Agency/DDO #3 Responsibilities:

	     

	


	5. Please document the need for additional evaluations or other services to be obtained and the person or provider responsible for assuring that these evaluations or services are obtained. 

(If the client has a Medical Plan or Behavior Plan please make note and attach)

	

	

	Agency/DDO #1 Responsibilities:

	     

	Agency/DDO #2 Responsibilities:

	     

	Agency/DDO #3 Responsibilities:

	     

	

	6. Please describe the Participant’s safety skills including the level of support necessary for the Participant to evacuate a building (when warned by a signal device), the Participant’s ability to adjust water temperature and the amount of time a Participant can be without supervision before the missing notification protocol is implemented.

	

	Agency/DDO #1 Description of Participant’s safety skills:

	     

	Agency/DDO #2 Description of Participant’s safety skills:

	     

	Agency/DDO #3 Description of Participant’s safety skills:

	     


	7. Document how each agency/DDO intends to routinely communicate with other providers, family members, Department social worker and the Participant to promote quality care and keep everyone informed of any changes or specific issues that may arise.

(Attach copies of all current signed releases)

	

	Agency/DDO #1 Communication plan:

	     

	Agency/DDO #2 Communication plan:

	     

	Agency/DDO #3 Communication plan:

	     

	

	8. Document how each agency/DDO intends to evaluate the Participant’s progress towards meeting the ISP goals and objectives and the continued relevance of the ISP’s objectives and strategies.

	

	Agency/DDO #1 Attach Participant’s progress data documentation sheet(s):

	     

	Agency/DDO #2 Attach Participant’s progress data documentation sheet(s):

	     

	Agency/DDO #3 Attach Participant’s progress data documentation sheet(s):

	     


	9. Document all reason(s) any preference of the Participant, legal representative and/ or family members cannot be honored.

	

	Participant preference

	     

	Legal Representative preference

	     

	Family Member preference

	     

	

	10. Document the development and availability of current natural supports including strategies to assist the Participant in establishing additional natural supports in the community.

	

	     

	

	11. Document who will manage Participant funds, describe the plan for the management of Participant funds and identify Legal Guardian, Financial Power of Attorney or Representative Payee if applicable. Please remember all plans must comply with all Federal & State statutes, rules & regulations including but not limited to those of the Social Security Administration. State statutes, rules & regulations including but not limited to those of the Social Security Administration.

	

	     

	

	12. Document and justify any limitations to self-management of funds. Please send documentation of the review and approval by HRC and PRC (if applicable).

	

	     


	13. Document all liberty restrictions. Include a behavioral plan to support restriction(s). Please send documentation of the review and approval by HRC and PRC (if applicable).

	

	     


	Both the “Agency/DDO” and “Participant” agree to comply with all regulatory requirements regarding the notice of termination of services and transitional planning.

	

	I, “Participant”, or my representative understand and agree with the following:

· If the RI Department of Human Services or Department of Behavioral Healthcare, Developmental Disabilities & Hospitals notifies me that as part of my Waiver eligibility and per    Medicaid regulation I am required to contribute to the cost of my supports, I understand and    agree to pay this amount to the Agency each month. I also agree to disclose to the “Agency/DDO” my earned and unearned income when requested.

	

	I certify that I have participated in the development of this Individualized Service Plan.

	

	
	
	

	Participant and/or Legal Guardian
	
	Date

	

	

	

	

	

	

	

	I,
	     
	, Executive Director of "Agency/DDO" or authorized 

	representative understand and agree with the following:

· An “Agency/DDO” representative has met with the above named individual and family member(s) and has clearly described the supports specified in this ISP that the “Agency/DDO” will provide.

· The “Agency/DDO,” upon request, will assist the “Participant” in maintaining his/her Medicaid/ Waiver eligibility.

	

	

	
	
	

	Agency/DDO #1 Executive Director/ Authorized Representative
	
	Date


	I,
	     
	, Executive Director of "Agency/DDO" or authorized 

	representative understand and agree with the following:

· An “Agency/DDO” representative has met with the above named individual and family member(s) and has clearly described the supports specified in this ISP that the “Agency/DDO” will provide.

· The “Agency/DDO,” upon request, will assist the “Participant” in maintaining his/her Medicaid/ Waiver eligibility.

	

	

	
	
	

	Agency/DDO #2 Executive Director/ Authorized Representative
	
	Date

	

	

	

	

	

	

	

	I,
	     
	, Executive Director of "Agency/DDO" or authorized 

	representative understand and agree with the following:

· An “Agency/DDO” representative has met with the above named individual and family member(s) and has clearly described the supports specified in this ISP that the “Agency/DDO” will provide.

· The “Agency/DDO,” upon request, will assist the “Participant” in maintaining his/her Medicaid/ Waiver eligibility.

	

	
	
	

	Agency/DDO #3 Executive Director/ Authorized Representative
	
	Date

	

	Please be advised, all participants must be notified that they have access to free legal support regarding issues relating to services. Supports can be access at the RI Disability Law Center (401) 831-3150.

	

	Date Completed: 
	     
	


	Individualized Service Plan (ISP)

	Attendance Sheet

	Addendum 1

	Participant’s Information

	Name: 
	     

	
	

	Address: 
	     

	
	

	Date of Birth
	     
	Anniversary Date:
	     

	
	

	Soc. Sec. No.:
	     
	Phone No.:
	     

	
	
	

	Meeting Information

	Location:
	     

	
	
	
	
	
	

	Date:
	     
	
	Time:
	     

	
	
	
	
	
	

	
	
	
	 
	
	

	Participant’s Signature
	
	
	

	
	
	
	
	
	

	     
	
	 
	 

	Legal Guardian Name
	
	Legal Guardian Signature

	
	
	
	
	
	

	     
	
	 
	 

	Department Representative Name
	
	Department Representative Signature

	
	
	
	
	
	

	     
	
	 
	 

	Agency/DDO Name #1
	
	Agency/DDO Signature # 1

	
	
	
	
	
	

	     
	
	 
	 

	Agency/DDO Name #2
	
	Agency/DDO Signature # 2

	
	
	
	
	
	

	     
	
	 
	 

	Agency/DDO Name #3
	
	Agency/DDO Signature # 3

	
	
	
	
	
	

	     
	
	 
	 

	Name (Relationship to Participant)
	
	Signature

	
	
	
	
	
	

	     
	
	 
	 

	Name (Relationship to Participant)
	
	Signature

	
	
	
	
	
	

	     
	
	 
	 

	Name (Relationship to Participant)
	
	Signature


	Summary of ISP Goals/ Outcomes

	Addendum 2, Page 1 of 2

	Participant's Name
	     
	
	Agency
	     

	
	
	
	
	
	
	
	
	
	
	

	Prior Year Period
	     
	
	To
	     

	
	
	
	
	
	
	
	
	
	
	

	Upcoming Year Period
	     
	
	To
	     

	
	
	
	
	
	
	
	
	
	
	

	Prior Year Goals

	Type of Goal

Check all that apply
	Brief Description of Goal and Objective
	Status of Goal
	Outcome of Goal
	Explanation of Outcome

	
	
	Continuing
	Terminated
	Fully Met
	Partially Met
	Not Met
	

	 FORMCHECKBOX 
 Health
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 
 Safety
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 
 Social
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 
 Employment
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 
 Other
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


	Summary of ISP Goals/ Outcomes

	Addendum 2, Page 2 of 2

	Upcoming Year Goals

	Type of Goal

Check all that apply
	Brief Description of Goal 
	Person(s) responsible to attain Goal

	 FORMCHECKBOX 
 Health
	     
	     

	 FORMCHECKBOX 
 Safety
	     
	     

	 FORMCHECKBOX 
 Social
	     
	     

	 FORMCHECKBOX 
 Employment
	     
	     

	 FORMCHECKBOX 
 Other
	     
	     

	

	* Please add more pages if needed


	Schedule of Services

	Addendum 3

	

	Name
	     
	
	
	

	
	
	
	
	
	
	
	
	

	Date of Birth
	     
	Social Security Number
	     
	Agency/DDO #1
	     

	
	
	
	
	
	
	
	
	

	Agency/DDO #2
	     
	
	Agency/DDO #3
	     
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday
	

	
	
	
	
	
	
	
	
	

	
	     
	     
	     
	     
	     
	     
	     
	

	 
	
	
	
	
	
	
	
	

	Mornings
	
	
	
	
	
	
	
	

	 
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	     
	     
	     
	     
	     
	     
	     
	

	 
	
	
	
	
	
	
	
	

	Day Hours
	
	
	
	
	
	
	
	

	 
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	     
	     
	     
	     
	     
	     
	     
	

	Late Afternoon/
	
	
	
	
	
	
	
	

	Evenings
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	     
	     
	     
	     
	     
	     
	     
	

	 
	
	
	
	
	
	
	
	

	Overnights
	
	
	
	
	
	
	
	

	 
	
	
	
	
	
	
	
	


	Diagnosis Form

	Addendum 4

	
	
	
	

	Participant’s Name
	     

	
	
	
	

	Date of Birth
	     
	Social Security Number
	     

	
	
	
	

	Address
	     

	

	Diagnosis(es):

	Developmental Disability: Physical and or cognitive disability. List all Diagnosis(es) with DSM and ICD codes.  Also provide the name and qualifications of the professional making the diagnosis

	

	     
	
	     
	
	     

	Diagnosis
	
	Code
	
	Qualifications of professional

	
	
	
	
	

	     
	
	     
	
	     

	Diagnosis
	
	Code
	
	Qualifications of professional

	
	
	
	
	

	     
	
	     
	
	     

	Diagnosis
	
	Code
	
	Qualifications of professional

	
	
	
	
	

	
	
	
	
	

	Psychiatric: List all Diagnosis(es) with DSM codes. Also provide the name qualifications of the professional making the diagnosis

	
	
	
	
	

	     
	
	     
	
	     

	Diagnosis
	
	Code
	
	Qualifications of professional

	
	
	
	
	

	     
	
	     
	
	     

	Diagnosis
	
	Code
	
	Qualifications of professional

	
	
	
	
	

	     
	
	     
	
	     

	Diagnosis
	
	Code
	
	Qualifications of professional
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