Individualized Plan of Care

Plan of care with all required attachments must be submitted to DHHS prior to the expiration of the current IPOC and budget.

Name: 
Medicaid #: 
DOB: 
Date of Plan: 
90 Day Review Date: 

Section 1: PROFILE
In Profile section please describe strengths, skills, presenting problems and long term goals.

DATE OF ENTRY INTO THE WAIVER:
ANNUAL LEVEL OF CARE ELIGIBILITY DETERMINATION DATE:  
DATE THAT CLIENT WILL AGE OUT OF WAIVER: 
NOTE:  If this individual will be aging out, will be turning 19 years of age, in the next 3 months, transition planning must begin to determine how to support this individual and their family once they are no longer eligible for PRTF Alternative CHANCE Waiver Services.  A transition plan must be developed by the Service Plan Development team, appropriate referrals must be made and the plan must be signed by the writer of the plan, client, client’s family member and/or representative and the plan writer’s supervisor.  The transition plan must then be submitted to DHHS.
CURRENT DIAGNOSIS:
Date:

Clinician:







Credentials of clinician:
Axis I

Axis II

Axis III

Axis IV

Axis V

CURRENT MEDICATIONS:
	Name
	Dosage
	Type
	Reason
	Prescriber
	Date start/stop

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


INSURANCE INFORMATION:

1. OTHER INSURANCE TYPE:

INSURANCE PROVIDER:

DATE SERVICE BEGAN:

DURATION:

ID NUMBER: 

2. INSURANCE TYPE: 

(FFS/MHN/MCO) PLEASE SELCET ONE
INSURANCE PROVIDER: 

MEDICAID
DATE SERVICE BEGAN:

DURATION:

MEDICAID NUMBER: 
Section 2: SERVICES

In services section please indicate all services being provided to this individual 
PRTF CHANCE WAIVER SERVICES

CASE MANAGEMENT:

1. SERVICE TYPE:

PROVIDER:

DATE SERVICE BEGAN:

FREQUENCY:

TARGET DATE/DURATION:

GOALS/OBJECTIVE:
THERAPUTIC/DIAGNOSTIC SERVICES:

1. SERVICE TYPE:

PROVIDER:

DATE SERVICE BEGAN:

FREQUENCY:

TARGET DATE/DURATION:

GOALS/OBJECTIVE:
2. SERVICE TYPE:

PROVIDER:

DATE SERVICE BEGAN:

FREQUENCY:

TARGET DATE/DURATION:

GOALS/OBJECTIVE:
PARA-PROFESSIONAL SERVICES:

1. SERVICE TYPE:

PROVIDER:

DATE SERVICE BEGAN:

FREQUENCY:

TARGET DATE/DURATION:

GOALS/OBJECTIVE:
2. SERVICE TYPE:

PROVIDER:

DATE SERVICE BEGAN:

FREQUENCY:

TARGET DATE/DURATION:

GOALS/OBJECTIVE:
OTHER WAIVER SERVICES:

1. SERVICE TYPE:

PROVIDER:

DATE SERVICE BEGAN:

FREQUENCY:

TARGET DATE/DURATION:

GOALS/OBJECTIVE:
2. SERVICE TYPE:

PROVIDER:

DATE SERVICE BEGAN:

FREQUENCY:

TARGET DATE/DURATION:

GOALS/OBJECTIVE:
STATE PLAN SERVICES:
1. SERVICE TYPE:

PROVIDER:

DATE SERVICE BEGAN:

FREQUENCY:

DURATION:

OBJECTIVE:
OTHER SERVICES:

1. SERVICE TYPE:

PROVIDER:

DATE SERVICE BEGAN:

FREQUENCY:

DURATION:

OBJECTIVE:

INFORMAL SUPPORT SERVICES: Please list any informal supports that the individual is receiving to enhance home and community based services. 
For example: Next door neighbor who provides afterschool care to client for an hour before mom or dad get home from work to ensure safety of the individual during that time period.  

1.

2.

SIGNATURES:  Individualized Plan of Care (IPOC) must be signed by the writer of the plan (usually the Case Manager).  The IPOC MUST be signed by the individual receiving services and/or by their family/representative as evidence that they agree to the plan as written. If a signature line is left blank for the youth or their family member an acceptable explanation must be provided on the signature line for the signature absence.  
	
	
	
	

	Name of writer
	Signature
	Date 
	Title/Credentials


	
	
	
	

	Name of Supervisor
	Signature
	Date 
	Title/ Credentials


	
	
	
	

	Name of Youth
	Signature
	Date 
	


	
	
	
	

	Name of family member or representative
	Signature
	Date 
	Relationship to client


REQUIRED ATTACHMENTS TO THIS PLAN:

· PRTF ALTERNARIVE CHANCE WAIVER BUDGET SIGNED BY APPROPRIATE PARTIES 
· PRTF ALTERNARIVE CHANCE WAIVER AUTHORIZATION FORMS SIGNED BY APPROPRIATE PARTIES
· CRISIS INTERVENTION PLAN SIGNED BY APPROPRIATE PARTIES
· SERVICE DEVELOPMENT TEAM MEETING PARTICIPATION RECORD
· 90 DAY SUMMARY 
___________________________________________________


Signature
Title
Date
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