Participant Name: _______________________________________________________    Care Coordination Program: _________________________________________
ID: __________________________________   DOB: ___________________________     Date of Plan: ______________________________________________________

INDIVIDUAL SERVICE PLAN   

You and your Care Coordinator have the opportunity to work together on an Individual Service Plan (ISP) and a Crisis Prevention Plan.  You may also want a friend, a family member and/or a valued provider included in the development of this plan.

Services in the plan may include mental health and/or chemical dependency treatment, housing and financial assistance, and any other things that you identify as a support. You can also address life areas that you are not satisfied with or need more help with. You may want to set goals and develop a service plan that addresses some or all of the following life areas:
	            Recovery & Rehabilitation


	 Self-Help & Empowerment



	            Physical Health & Wellness

	 Educational & Employment



	            Financial
	 Legal



	            Housing                                                                                      
	 Spirituality

	            Community Presence & Participation
	 Other _____________________________

	
	


You may write a plan with as many goals and services as you want. You may review the plan and add goals and services at any time by talking about this with your Care Coordinator.

As you work with your Care Coordinator on the Individual Service Plan, you will want to consider what personal supports and community resources can help you achieve your goals, what services and which service providers have been most helpful in the past, what prevents you from getting and keeping what you need and what strengths, supports and experiences you can use to achieve your goals. Your Care Coordinator will assist you in accessing the services, supports and organizations that you need in order to carry out your plan.

Your Care Coordinator will also work with you to develop a Crisis Prevention Plan. This plan will help you recognize situations and people that may cause you stress, and identify people and things that may help you to relieve stress.

Part A – Participant’s Personal Profile

(As established in the Assessment)
	Values and areas of interest (Things that are important to me: hopes, dreams, interests)



	Strengths (Skills, qualities, and experiences that can help me achieve my goals)



	Personal and community supports (People and/or things I have in my life that can help me achieve my goals)



	Possible barriers (Things that could prevent me from achieving these goals)



	Part A – Participant’s Personal Profile (continued)
(As established in the Assessment)


	Discharge criteria (How I will know that I don’t need Care Coordination anymore)




	Date
	Update Information
	Participant Initials
	Provider Initials

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Part A – Participant’s Personal Profile (continued)

(As established in the Assessment)


	Date
	Update Information
	Participant Initials
	Provider Initials

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Copy this page as often as needed to provide updates to the participant’s personal profile.


Part B – Participant’s Goal, Objective and Services

Goal # ____ 

                           Participant’s Desired Outcome: _________________________________________   
     

Development Date: _____________          __________________________________________________________________
	Barriers (What is getting in the way of achieving the goal as per assessment)

	Objective #_____(Step toward the goal and how I will know I have accomplished this)


	Strengths (Existing supports for achieving the goal)

	Effective Date:
Target Completion Date:
_________________          ___________________

	Specific Services/Activities/Supports/Tasks

(What I and/or others will do to achieve this objective)
	Who is Responsible 

(Person/s who will provide the service or carry out the task)
	Start Date
	Target
Completion

Date 
	
Frequency

(How often)
	Service $

Expense

(CK if yes)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	

	
	
	
	
	

	
	
	
	
	
	


	Ongoing Updates

	Date
	Progress
	Achievement Code
	Participant Initials
	Provider Initials

	
	
	
	
	

	
	
	
	
	

	Copy this page as often as needed to create new goals and/or objectives.  Attach additional pages (see next page) as needed to provide updates to this goal and/or objective.


Part B – Participant’s Goal, Objective and Services (continued)
Goal # ____ 

                           Participant’s Desired Outcome: _________________________________________   
     ______________________________________________________________________ Development Date: _____________   


Objective # _____ (Step toward the goal and how I will know I have accomplished this) ___________________________________________________________________
______________________________________________________ Effective Date: __________Target Completion Date: ________
	Ongoing Updates

	Date
	Progress
	Achievement Code
	Participant Initials
	Provider Initials

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Copy this page as often as needed to provide updates to this goal and/or objective.


Part C – Participant’s Crisis Prevention Plan

If the participant has a Wellness Recovery Action Plan™ (WRAP), it may be attached and this form used only for additional or updated information.

	HEALTH CARE PROXY HAS BEEN EXECUTED?

( ) Yes ( ) No                         Copy Attached   
	OTHER ADVANCE DIRECTIVE HAS BEEN EXECUTED?  
( ) Yes ( ) No                                Copy Attached   
	WELLNESS RECOVERY ACTION PLAN™ (WRAP) HAS BEEN EXECUTED?  ( ) Yes  ( ) No   Copy Attached  

	Document Location:

Does the Participant have

a copy?  ( ) Yes  ( ) No
	If No:  
____  Need More                     Information

 ____ Refused 
(state reason below)



	Document Location:

Does the Participant have a copy?  ( ) Yes  ( ) No
	If No:  

____  Need More                

Information

____ Refused 

 (state reason below)


	Document Location:

Does the Participant have a copy?  ( ) Yes  ( ) No 
	If No:  

____  Need More              

Information

____ Refused 

 (state reason below)

	MY CRISIS PREVENTION PLAN:  (How can I avoid a crisis?):

	Are there people, places or things I should avoid?  What are they?


	What are my early warning signs?



	 My CRISIS PLAN (What can be done if I am in crisis?)



	Ways I can relieve stress, regain balance, calm myself or make myself safer:



	Persons I can call:                                                                                         

	Resources I can use:      

                                                                           

	Things I or others can do that I find helpful or keep me safe:



	Medications that have helped in the past:
	Medications that have Not helped:
	Types of medication(s) I take:



Part C – Participant’s Crisis Prevention Plan (continued)
	IF I BECOME UNABLE TO HANDLE MY PERSONAL AFFAIRS, the following people have agreed to look after my personal affairs 
(For example: pets, housing, family/job notification):

	Name
	Phone
	Area(s) of Assistance

	
	
	

	
	
	

	
	
	

	
	
	

	I have developed this Crisis Plan to describe the actions that I would like to take place should I be in a crisis situation.

Participant’s Signature: _______________________________________________  Date: _____________________________________________




	Ongoing Updates

	Review Date
	Update / Comment
	Participant Initials
	Provider Initials

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Attach additional pages (see next page) as needed to provide updates to the Crisis Prevention Plan.


Part C – Participant’s Crisis Prevention Plan (continued)
	Ongoing Updates

	Review Date
	Update / Comment
	Participant Initials
	Provider Initials

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Copy this page as often as needed to provide updates to the Crisis Prevention Plan.


Assessment / Plan Summary / Review – Signature Page
TYPE:    Initial Plan: _____   Periodic Review 3 mo _____ Periodic Review 6 mo_____     Other Review______                  Date:  ______________________
	Participant Comments (Comment on progress toward goals and topics that require further discussion and/or services that might be further explored.)



	Provider Comments (Provide a brief summary of the plan, including identified areas of concern that are not in the ISP, reasons for not including them at this time, and what, if any future actions will be taken to include them. Use this summary to update the assessment, as required.) 




Signatures of Individuals Contributing to the Individual Service Plan:

Copies of Plan Provided To:
	Participant Signature:

Date:
	Participant Name:
Date:

	Care Coordinator Signature:

Date:
	Care Coordinator Name:
Date:

	Service Provider Signature:

Date:
	Service Provider Name:
Date:

	Other Signature (specify):

Date:
	Other Name (specify):

Date:
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