Participant Name: _______________________________________
ID:  
                                                         DOB:                                                       Care Coordination Program: 


_____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:

	            1. Recovery & Rehabilitation


	 6. Self-Help & Empowerment



	            2. Physical Health & Wellness

	 7. Educational & Employment



	            3. Financial
	 8. Legal



	            4. Housing                                                                                      
	 9. Spirituality

	            5. Community Presence & Participation
	10. 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.

                                                                                                                                                  (ISP Revised 8/29/04)
Part A – Participant’s Personal Profile and Goals
	Values and Areas of Interest (Things that are important to me; Hopes; Dreams):


	Strengths (Skills, qualities and experiences I have that will help me achieve my goals):



	Personal Supports and Satisfactions (People and/or things I have in my life that can help me achieve these goals):



	Possible Barriers (Things that may prevent me from achieving these goals):



	Goals (What I want to do or get):
	Completion (How I will know when I have accomplished this):

	
	

	
	

	
	

	
	

	
	


Part B – Participant’s Services 

Goal #1
Participant’s Desired Outcome: 










   Life Area Code: 


	Specific Services/Activities/Supports/Tasks

(What I and others will do to achieve my goals)
	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)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Comments:




Goal #2
Participant’s Desired Outcome: 










   Life Area Code: 


	Specific Services/Activities/Supports/Tasks

(What I and others will do to achieve my goals)
	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)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Comments:




Goal #3

Participant’s Desired Outcome: 










   Life Area Code: 


	Specific Services/Activities/Supports/Tasks

(What I and others will do to achieve my goals)
	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)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Comments:




Goal #4
Participant’s Desired Outcome: 










   Life Area Code: 


	Specific Services/Activities/Supports/Tasks

(What I and others will do to achieve my goals)
	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)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Comments:




Goal #5
Participant’s Desired Outcome: 










   Life Area Code: 


	Specific Services/Activities/Supports/Tasks

(What I and others will do to achieve my goals)
	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)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Comments:




Goal #______

Participant’s Desired Outcome: 










   Life Area Code: 


	Specific Services/Activities/Supports/Tasks

(What I and others will do to achieve my goals)
	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)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Comments:



	TOPICS REQUIRING FURTHER DISCUSSION AND/OR SERVICES THAT I OR MY CARE COORDINATOR NEED TO EXPLORE FURTHER (Address any areas identified in the QOL/CCAF which 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)

	

	

	

	

	

	

	


	COMPLETION CRITERIA (How I and my care coordinator will know when I no longer need care coordination services):
 
  
 
 




	PARTICIPANT STATEMENT (Why I agree or disagree with this plan):




Signatures of Individuals Contributing to the Individual Service Plan

	Participant Signature:


	Date:

	Care Coordinator Signature:


	Date:

	Service Provider Signature:


	Date:

	Other Signature (specify):


	Date:


        Copies To:

	Participant Name:


	Date: 

	Care Coordinator Name:


	Date:

	Service Provider Name:


	Date:

	Other Name (specify):


	Date:


Part C – Participant’s Crisis Prevention Plan

If the participant has a Wellness Action Recovery Plan (WRAP)), 

it may be attached and the form used only for additional or updated information.
	HEALTH CARE PROXY HAS BEEN EXECUTED?

(   )  Yes   (   )  No      Copy Attached   
	OTHER ADVANCED DIRECTIVE HAS BEEN EXECUTED?  (   ) Yes  (   )  No       Copy Attached   
	WELLNESS ACTION RECOVERY 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)
	Document Location:

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

                      Information

             ____ Refused 

                    (state reason)
	Document Location:

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


	If No:  ____  Need More                

                      Information

             ____ Refused 

                    (state reason)

	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 or Calm Myself:



	Persons I Can Call:
	Resources I Can Use:



	Things I or Others Can Do That I Find Helpful:



	Medications That Have Helped in the Past:
	Medications That Have Not Helped:
	Types of Medication(s) I Take:




	IF I BECOME UNABLE TO HANDLE MY PERSONAL AFFAIRS, the following people have agreed to look after my personal affairs (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:   




	Comments:




















Date of Review 



INDIVIDUAL SERVICE PLAN REVIEW
Key for Achievement Codes:  A: Achieved    C: Continue   R: Revised   D: Discontinued

	Participant’s Goals
	Participant’s Desired Outcome
	Progress
	Achievement Code

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Crisis Plan Review

	Signatures of Individuals Contributing to the Individual Service Plan Review



	Participant Signature:


	Date:

	Care Coordinator Signature:


	Date:

	Service Provider Signature:


	Date:

	Other Signature (specify):


	Date:

	Other Signature (specify):


	Date:
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