IN DIVI DUAL
SUPPORT PLANNING

Information gathered in this section includes an assessment of
health and safely issues, individual preferences, priorities and
needs that promotes a person centered planning process in
developing outcomes and positive approaches in supporting the
individual.

Individual’s Name:
Supports Coordinator’s Name:
Date:
Office of Developmental Programs
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You can use the links below to quickly access an area of the ISP. Your web toolba
r will
appear which will allow you to use the [Back] and [ForwardJ buttons.
Instructions

Stranger Awareness

Begin Plan

Sensory Concerns

Individual Preferences

Meals/Eating

Like and Admire

Supervision Care Needs

Know and Do

Reasons for Intensive Staffing

Desired Activities

Staffing Ratio

Important to Individual

Staffing Ratio

What Makes Sense
Medical

—

—

Day
Home

Staffing Ratio
Behavioral Support Plan

Medications/Supplements

Crisis Support Plan

Allergies

Health Care

Health Evaluations

Health Promotion

Medical Contacts
Medical Histoiy

Functional Information
Functional Level

Current Health Status

Physical Development

Developmental Information

Adaptive/Self-Help

Psychosocial information

Learning/Cognition

Physical Assessment

Communication

Immunization/Booster

SociallEmotional Information

Health and Safety

Employment/Volunteer

General Health & Safety Risks

Understanding Communication

Fire Safety

Other Non-Medical Evaluation

Traffic

Financial

Cooking/Appliance Use

Financial Information

Outdoor Appliances

Financial Management Issues

Water Safety

Financial Resources

Safety Precautions
Knowledge of Self
Identifying Information

0

Educational/Vocational Information

Focus Area

N

C

Services and Supports
Outcome Summary

0

Outcome Actions
Monitoring
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Instructions:
To navigate the table, use the mouse to click into the blank fields and enter information. The [Tab] button on
the keyboard may also be used to tab from field to field in the table.

D) To Enter Information ensure the cursor is in the corresponding cell and begin typing. The cell will expand as
the text is entered.
To Create Additional Rows for sections such as Important to Individual, Medications, Outcomes etc.
1. Highlight the second set of blank rows to be copied from the left hand margin.
Note: If the first row is copied and pasted, the hyperlink from page 2 will no longer go to the
first entry for that area of the ISP. Instead, the hyperlink will go to the last set of rows pasted into
the section.
2. Click on Edit, Copy. Immediately click on Edit, Paste Rows.
3. Additional rows will appear below the highlighted rows.
4. Continue pasting rows until there are enough rows for the information.
*Annual Review Update Date (mmlddlyyyy)
*Annual Review Meeting Date (mmldd/yyyy)
*category of Plan Changes The ISP shall be revised f there has been no progress on an outcome, f an
outcome is no longer appropriate, or an outcome needs to be added. Ifthe plan changes are a result of
changes in the individual’s circumstances, determine f a revised Prioritization of Urgencyfor Needs (PUNS) is
necessary.
(Mark the appropriate box.)
-

Fiscal Year Renewal Used to renew the ISPfor thefollowing FY. The ISP will reflect a
FY begin date ofJuly 1 and a FY end date ofJune 30.
—

Critical Revision Used when individual supports, services, orfunding changes in the
existing orfuture plan.
-

Bi-annual Review Usedfor ISP’s requiring reviews 2 x a year such as for Pennhurst Class
members. Can be used to edit or update an existing plan. This option will not allow the
Supports Coordinator role to modify the plan start and end dates.
-

Plan Creation Used when plan is being createdfor the first time.
-

Quarterly Review Usedfor ISP’s that must be reviewed at least every 3 months originating
from the date of the Annual Review.
-

General Update Used to update information such as medical information. This should not
be used when mod(/5’ing services and supports.
—

Annual Review Update- Used to update information from the annual review ISP meeting.
*The individual/family requested a limited service and an abbreviated plan: (yes or no)
An abbreviated plan can be usedfor an individual who is not enrolled in a waiver and receives
limited services and supports under $2000.
Reason for the abbreviated plan:
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PLAN: INDIVIDUAL PREFERENCES

The Individual Prefrrences section provides an opportunityjbr the ISP eain to learn and know more about the
wc/Ic wants, desires, and ways to best support the person. It should identifj’ what has been learned about the
person ‘s personality, desires, and priorities. The Individual Prqferenees section is based on Person C’e,ztered
Planning and is an excellent resource in guiding and supporting the rest ofthe planning process, including
development ofoutcomes and the identUication qfmeaning./4l services and supports that are necessaiy to meet the
person needs.
PLAN: INDIVIDUAL PREFERENCES: LIKE AND ADMIRE
What do people like and admire about the individual?
This is a list ofattributes that other people like andfind admirable
about the individual, such as positive traits, characteristics, ways
of interacting, accomplishments, and strengths, This information
sets the tonefor the plan and should be gatheredfrom multiple
viewpoints. It is intended to highlight an individual’s admirable
qualities and should only present his or her “positive” reputation.
PLAN: INDIVIDUAL PREFERENCES: KNOW AND DO
What does consumer/family think someone needs to know to
provide support?
Answering “JJ’7at do people need to Know and Do to support the
person?” describes information that people need to know and do
in orderfor the individual to get what is important to him/her or
for him/her to stay safe and healthy. Consider everything that is
portant to the individual to determine ifthere is something that
those who support the individual need to know and do. Be sure to
ask the individual and others who know the individual the best.
Discover what traits, habits, coping strategies, preferences for
interaction and communication, relationships, types ofactivities,
approaches, or reminders have been helpful to the individual.
Include supports neededfor daily living skills and exploration of
avenues that are or would be enjoyable to the individual such as
employment opportunities, establishing community connections,
full participation in community life, voting, learning new skills or
hobbies, connecting with other people, helping others (such as
community volunteers), relationships, dating, etc. Ifmore detailed
information is elsewhere in the plan such as in Health Promotion
or Communication, include a statement that refers to that area of
the plan.
PLAN: INDIVIDUAL PREFERENCES; DESiRED ACTIVITIES

0
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What are the activities that the individual would like to
participate in or explore?
jctivities that the individual would like to continue, to begin, or to
.cplorefurther should be documented in Desired Activities. This

i

information can help the Support Team (Circle) create outcomes
with the individual that can assist the individual in exploring
activities that are important to him or her, such as employment
opportunities, establishing community connections, full
participation in community life, voting, learning new skills or
hobbies, things that are or would be enjoyable to the individual,
connecting with other people, helping others (such as community
volunteers), relationships, dating, etc.

PLAN: INDIVIDUAL PREFERENCES: IMPORTANT TO

The Important To section lists and prioritizes things that are important to the individual. It describes things that need
to stay the same in the individual ‘s lif, and/or changes that would he iinportanrJbr the team to address. Only things
that are important TO the individual should be included here. What is important FOR the individual can be captured
in other areas ofthe plan such as in Health and Safety.
This information should reflect who and what is important to the individual in relationship with others and their
interactions, in things to do or have, in rhythm or pace of lfe, or in positive rituals or routines. In addition,
consideration should he given to: caring relationships, currentjob situations, employment opportunities, living
arrangements, recreational community connections, spiritual needs andfaith preferences. These could include
volunteering in the community and getting to know neighbors, etc.

)

hings that are important to an individual should be linked to outcomes.

Two levels ofpriority are tracked:
• Essential: Those things listed which must/must not be present in the individual ‘s We in order for a good clay
to occur,
• Strongly desired.’ Those things listed which would strongly contribute to the individual ‘s happiness, hut,
would not be detrimental to their well being 4/ not present.
*prjorfty
(Strongly Desired or Essential)
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PLAN: INDIVIDUAL PREFERENCE: WHAT MAKES SENSE
The What Makes Sense section of the plan is used to capture i,tbrn,ation about what experiences tb and do not tuake
nse in the flft of the individual RIGHT NO W. For example, ask the question “What currently makes the
individual’s flfr experiences more meaningful or easier?” When refrrring to “what nakes sense”, an alternative
expression may he, what is the “upside’ right now in the individual ‘s current life experience that is present and
needs Ia be maintained? “What doesn’t make sense” may express things that currently occur but do not work and
need to be changed.

“What makes sense” and “What Does Not Make Sense” are hot necessarily opposites of each other. For example,
an individual ‘nay indicate what works in a day is having a nap and it doesn ‘t work when the individual does not get
a nap. However, it may make sense that the individual has a glass of milk evety morning, but it is not necessarily
true that it doesn ‘t make sense when the indiWdual does not have a glass ojinilk in the morning.
This section is the aspect of the planning that bridges the gap between the assessments of what is important to and
for the individual and the specUic ac’tions that will be taken to assure those things occur in balance. This in;.rmation
helps to set the agenda for what should he changed and what needs to continue. It is based on the perspectives of
multiple people who care about the individual. This section is the groumuiwork fOr negotiating around areas of
disagreement. It is NOT a wish list, nor is it a collection ofthings that are currently not happening, but what team
members think might be helpful or enjoyable to the individual. It is designed to be a “picture ofcurrent reality from
multiple perspectives.”
*Whose Perspective
Identify whose view this is (individual, family, or other team
members).

C”

)‘hat Makes Sense
What works? What needs to be maintained/enhanced? What
makes sense right now in the individual’s current life
experiences?
What Does Not Make Sense
What doesn ‘t work? What needs to change? What must be
different? (what does not make sense in the individual’s
current life experiences).
*Whose Perspective
Identz)5i whose view this is (individual, family, or other team
members).
What Makes Sense
What works? What needs to be maintained/enhanced? What
makes sense right now in the individual’s current life
experiences?
What Does Not Make Sense
What doesn ‘1 work? What needs to change? What must be
different? (what does not make sense in the individual’s
current life experiences).

Q

‘LAN: MEDICAL: MEDICATIONS/SUPPLEMENTS (AND TREATMENTS)

fhe reason fOr the use of medication should be reflected in diagnosis or special instructions.
Version Date: [07/20/2010]
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—

*Diagnosis
Record spectfic diagnosis or purpose ofmedication not the
9lmptom. Examples: Arthritis not pain, GE Reflux not stomach
*MedjcaüonJSupplement Name
Include prescriptions and over-the-counter medications and herbal
orfoodsuppleinents.
*Dosage
*Frequency
(Mark correct
one)

—

a day
BID-2x a day

a day
—

—

HS-bedtime

PRN-as needed
Other (explain in special instructions)

a day

*Route (Mark correct one)
—

—

—

—

—

By Mouth swallowed through the mouth
—

NO Tube An NG Tube is a nasogastric tube that goes through the nose to the stomach.
—

Intravenous —IV, given into a vein through a port or catheter
0 Tube given through a tube that goes into the stomach
Intramuscular given into a muscle
3 Tube given into a tube that goes through the stomach into the small intestine (jejunum)
Subcutaneously given with a needle under the skin, example insulin for diabetes
Skin Patch applied to the skin with an adhesive patch
Drops drops refers to medication given through the ear or eye
Inhalant Inhalant includes all types ofinhaled medications including inhalers, spin inhalers, nebulizers, etc.
Topical applied to the skin
Rectally —put into the rectum
Sublingual given under the tongue
Vaginally put into the vagina
Nasal sprays or drops given through the nose
Other Means
—

—

—

—

—

—

—

—

—

—

-

—

—

—

—

—

*Blood Work Required? (Yes or No)
Blood or other lab work as ordered by a prescribing physician.
Ifyou answer yes, record blood/lab work results in Special Instructions/Precautions and include the
month, year and level ofthe drug.
If Yes, how frequently?
Document how often the physician wants the blood level checked.
*Does the Individual Self Medicate? (Yes or No)
To be considered capable ofself-administration ofmedications an individual shall be able to recognize
and distinguish their medication from among other medications; know how much medication is to be
taken either by communicating or picking up the correct amount; and know when medication is to be
taken (after breakfast, before bedtime, etc.). Staffassistance to open the container and remove the
• medication is permitted.
Name of Prescribing Doctor (Last Name, First Name)
*Specjal Instructions/Precautions
Include situations in which not to use the medication, precautions
hen taking the medication, when to call the physician, parameters
r use (example: heart rate over 70) and drug levels including
month and year.
Version Date: [07/20/20101
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Record specific diagnosis or purpose ofmedication not the
ymptom. Examples: Arthritis not pain, GE Reflux not stomach
..‘cid.
*Medjcafion/Supplement Name
Include prescriptions and over-the-counter medications and herbal
orfood supplements.

*FqI1y
(Mark correct

—

one)

a day
BID-2x a day

a day
HS-bedtime

PRN-as needed
Other (explain in special instructions)

TID-3x a day

*Route (Mark the correct one)
By Mouth swallowed through the mouth
NG Tube An NG Tube is a nasogastric tube that goes through the nose to the stomach.
Intravenous IJ’ given into a vein through a port or catheter
G Tube —given through a tube that goes into the stomach
Intramuscular given into a muscle
I Tube given into a tube that goes through the stomach into the small intestine (jejunum)
Subcutaneously given with a needle under the skin, example insulin for diabetes
Skin Patch applied to the skin with an adhesive patch
Drops drops refers to medication given through the ear or eye
Inhalant Inhalant includes all types of inhaled medications including inhalers, spin inhalers, nebulizers, etc.
Topical applied to the skin
Rectally —put into the rectum
Sublingual given under the tongue
Vaginally —put into the vagina
Nasal sprays or drops given through the nose
Other Means
—

—

—

—

—

—

—

—

-

—

-..

—

—

*Blood Work Required? (Yes or No)
Blood or other lab work as ordered by a prescribing physician.
Ifyou answer yes, record blood/lab work results in Current Health Status. Special
Instructions/Precautions and include the month, year and level ofthe drug..
If Yes, how frequently?
Document how often the physician wants the blood level checked.
*Does the Individual Self Medicate? (Yes or No)
To be considered capable ofself-administration ofmedications an individual shall be able to recognize
and distinguish their medication from among other medications, know how much medication is to be
taken either by communicating or picking up the correct amount; and know when medication is to be
taken (after breakfast, before bedtime, etc.). Staffassistance to open the container and remove the
medication is permitted.
Name of Prescribing Doctor (Last Name, First Name)

*Specjal Instructions/Precautions
Include situations in which not to use the medication, precautions
ii hen taking the medication, when to call the physician, parameters
,r use (example: heart rate over 70) and drug levels including
month and year.
Version Date: [07/20/2010]
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PLAN: MEDICAL: ALLERGIES
Record all known
• Allergies— an aller’ is a physical reaction to a subswnce that results in an itchy rash, hives or wheezing.
Include allergies to food, insect bites or stings, seasonal, animal, latex, medications, etc.
• Sensitivities and adverse reactions these are unusual reactions to a substance such us stomach bleeding
with aspirin or nausea associated with particular medications sue/i as Amoxicillui and other antibiotics
• Medication contraindications these are medications that the individual cannot take due to a knoWfl
c1iagnosL such as U’the individual has peptic (stomach) ulcers, ibuprofèn should not be taken. “For the
Required Response, “enter not applicable.
—

—

Do not leave the spaces blank. Uthere are no knowi allergies, sensitivities, adverse reactions or medication
con traindications record N/A fOr all three responses/fields.
Allergy
*Reactjon
*Required Response
*)(

Allergy

*Reacfion
*Required Response
PLAN: MEDICAL: HEALTH EVALUATIONS

‘

elude all known visits to any health care practitioner in the past 12 months. Examples include routine/scheduled or
visits to practitioners such as pritnaly care practitioners, cardiologists, dentists, etc., Medical contact
information related to visits should be included in Medical Contacts.

_...tUIC

*Type of Appraisal (Physical, Dental, Vision, Audiological,
GYN, Mammogram, Prostate, TB Mantoux, Hearing,
Psychiatric, Other if other, specify)
“Physical” should only be usedfor the annual physical.
—

—

Version Date: [07/20/20101
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*Specialist Type

*Medica1 Contact

(Yes, No, or N/A)
Select “N/A” f the individual does not have diabetes or it is not an appropriate question for this
appraisal.

øWas Diabetes Management Considered

Ifthe person has been diagnosed with diabetes:
• Select “Yes” jf the person attended a diabetes education class; was taught how to manage their
diabetes including blood glucose monitoring and control, diet, exercise, what to do during an
illness, and screeningfor complications ofdiabetes such as eye andfoot problems; or ifthe
person works with a clinician around managing their diabetes.
• Select “No” to indicate that the individual is diagnosed with diabetes, but diabetes management
was not considered.
If Yes, enter details

Provide an explanation ofthe actions taken.
Date of Appraisal

(mmlddJyyyy)

(Weekly, Monthly, Quarterly, Every 6
Months, Yearly, Every 2 Years, As Needed)
*Frequency of Appraisal

Responsible for Arranging/Completing (Individual,
Family, Provider, Other if other, specify)
Person

—

*Type of Appraisal (Physical, Dental, Vision, Audiological,
,YN, Mammogram, Prostate, TB Mantoux, Hearing,
Psychiatric, Other if other, specify)
—

—

*Specialist Type
*Medical Contact
*Was Diabetes

Select “N/A”
appraisal.

Management

Considered (Yes, No or N/A)

f the individual does not have diabetes or it is not an appropriate question for this

Ifthe person has been diagnosed with diabetes:
• Select “Yes” jf the person attended a diabetes education class; was taught how to manage their
diabetes including blood glucose monitoring and control, diet, exercise, what to do during an
illness, and screeningfor complications ofdiabetes such as eye andfootprobleins; or f the
person works with a clinician around managing their diabetes.
• Select “No” to indicate that the individual is diagnosed with diabetes, but diabetes management
was not considered.
If Yes, enter details
Provide an explanation ofthe actions taken.
te of Appraisal (mnildd/yyyy)
3
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*Frequency of Appraisal (Weekly, Monthly, Quarterly, Every 6
[Months, Yearly, Every 2 Years,
As Needed)

(fl)rson Responsible for Arranging/Completing
iami1y,
Provider,

Other

—

if other,

(Individual,

specify)

PLAN: MEDICAL: MEDICAL CONTACTS
Include

contact

professionals,

inforinationjor any

specialists,

etc.

seen

current medical

in

the past

12

contacts

such

as

doctors,

dentists,

psychiatrists,

allied health

months.

*Fjrst Name
*Last Name
Middle Initial
Clinic

(

name ofpractice or clinic)

Specialist Type
Address
City, State Zip
*phone Number (123)456-7890
Fax Number (123)456-7890
“?irst Name
*Last Name
Middle Initial
Clinic
Specialist Type
Address
City, State Zip
*phone Number (123)456-7890
Fax Number (123)456-7890
PLAN: MEDICAL: MEDICAL HISTORY

Version Date:
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0

0

0

* Person/Agency

Responsible

*Health Conditionllssue
*promotjonlStrategy Support Required

Include information on what both the
individual and staffneed to know, do, and
needed training.
*Frequency of Support
*Desjred Outcome
*person/Agency Responsible
PLAN: FUNCTIONAL INFORMATION: FUNCTIONAL LEVEL

In the functional areas o/the plan, describe what the individual is able to do on his or her own, where assistance is
required or any other types of needs. In some situations, one area olan individual’s life can impact another. For
example, communication skills or needs often can be observed in their learning/cognition abilities, their ability to
express emotions under social/emotional information, etc. When this occurs, the details ofsupport needed may he
recorded in the relc,ted/imnctional area. (For example: /or an individual who cannot express emotions verbally, the
social/emotional area may have more detail u/the support needed than the communication area.) in such situations,
choose where the (fetal/s fit best and re/Cr to that in the related area. include recommendations, where applicable, of
what the individual may he interested in learning or expanding their abilities.
Note progress or changes the individual has made in the past 12 months.

Physical Development

Describe current skills and needs that include gross andflne motor
skills, vision and hearing, use ofassistive technology, ability to
perform simple exercises, mobility, stair travel, and ambulation
and gait assessment information. Include developmental statements
from family and information regarding positioning and transfer
needs f applicable.
Adaptive/Self Help

Document information pertaining to self-help or hygienic
information. Include information about the person ‘s ability to
perform spec/Icfunctions, assistance needs, and adaptations
needed. Areas to consider are bathing/showering, dressing,
drinkingfrom a cup, eating, toileting, being transported (seating,
rails, supervision, etc.), walking, etc. Record self-administration of
medications skills, needs, and an explanation f the individual is not
working toward self-administration. Include strengths and needs
for completing household chores as well.
Learning/Cognition

Describe skills and needs about how an individual learns and
processes information, thinks, remembers, reasons, problem solves,
makes decisions, manages money, etc. Record the individual
ability to manage their own finances andproperty.
Communication

23

Primary Mode of Communication

(select one)

Verbal Individual communicates their messages verbally
PECS Individual communicates through the Picture Exchange Communication System
Sign Language Individual uses manual communication, body language and lip patterns instead of sound to convey messages
Modified Sign Language —A mutual understanding is reached over hand and body motions
Picture Board A visual aide/tool commonly used to help individuals comprehend verbal language. It generally consists of
icons that represent specific words, actions, events or situations
Vocal Output Device Individual uses an electronic device to communicate messages
Gestures and Facial Expressions Individual uses gestures and facial expressions to communicate messages
None Identified A means of communication has not yet been figured out for this person
Other— Provide explanation in the details section
—

—

—

—

—

—

—

—

Communication Details
Describe communication abilities and areas ofneed. It is
important to consider both how the individual understands
others, as well as how the individual expresses or
communicates with others. Description ofhow assistive
technology (e.g. speech generating devices, letter boards, etc.)
is used should be included, f appropriate. This information
should also capture whether the individual speaks/understands
English and/or another language.
Social Emotional Information

Describe the skills and needs related to the process oflearning to
control emotions and having empathy and respectfor others, and
the ability to establish and maintain social interactions.
PLAN: FUNCTIONAL INFORMATION: FUNCTIONAL LEVEL: EDUCATIONAL/VOCATIONAL

INFORMATION

Educational/Vocational In/àrmation is used to record i/the individual is a student and/or an 0/flee 0/ Vocational
Rehabilitation (OVR) Client. Include information on current educational enrollment or wcatwnal abilities, and
cui-rent areas in which the individual iieeds assistance.
*Student (Yes or

No)

Frequency (Fulitime or

Part-time)

Current Educational Status

Ifthe individual is a student; indicate current grade, classroom
level, expected graduation date, and current status ofhis/her
Individual Education Program (IEP). Include transition planning
activitiesfor studentsfourteen years or older.
School
Address
City, State Zip
Phone (123) 456-7890
*OiJR Client

(Yes or No)

OVR Counselor Name

24

._J Policy Number
1
—

Address
City, State Zip
*Who has the original documentation?
*Resource Type
Life Insurance

Pre-paid Funeral Arrangements

Trust/Guardianship

Bank

Burial Reserve

Bank Account Savings

Burial Plot

Other Resources

Account Checking

Resource Value
*Resource Name
Policy Number
Address
City, State Zip
*who has the original documentation?
PLAN: SERVICES AND SUPPORTS: OUTCOME SUMMARY
*Outcome Phrase

(

This is a description to easily identify the outcome; this phrase is
intended to assist with easily navigating through the ISP to find
)all related information.
*Outcome Start Date (mm/ddlyyyy)

The date activity will begin to work toward achieving the
outcome.
*Outcome End Date (mmlddlyyyy)

The estimated date ofwhen the outcome should be achieved.
Outcome Actual End Date (mm/ddJyyyy)
The actual date the outcome was completed.
*Has the outcome been successfully accomplished (Yes

No)
Select “Yes” or “No”to indicate whether the outcome has been successfully accomplished.
Note: When initially creating outcomes, this field should be “No.” When thisfield is changed to
“Yes, “ an Actual End Date should be enteredfor the outcome.
or

4
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*Outcome Statement
Represents what is currently important to the individual, what
needs to be maintainedfor the individual, or what needs to be
changed. The outcome should describe how it will make a
difference in the individual hfe. The outcome must build on
information gathered during the ISP process and reflect a shared
commitment to action. Remember that outcomes supported by
ODPfunding must be within the context ofthe health and safety
ofthe individual and/or assuring their continued flfe within the
community. Outcomes that address other priorities ofthe
individual should be represented and supported with other
community, family or non-traditional supports.

Use the principles ofEveryday Lives to develop outcomes with the
individual: choice, control, quality, community inclusion,
stability, accountability, safety, individuality, relationships,
freedom, success, contributing to the community, collaboration,
communication, and mentoring.
Include health related outcomes only f there is a gap in the
provision ofsupportfor the individual’s health needs.
*Reason for Outcome
This provides contextual information beyond the Outcome
Statementfor the team to understand how/why the outcome is
important to the individual.
*Concerns Related to Outcome
Describe any barriers (including health and safety issues) the
team will need to address to successfully work towards the
outcome. This may include information on what has been tried in
the past but has not worked, what the individual’s team has tried
to figure out, or other concerns any team member may have. For
therapy and nursing services, document here the denialfrom the
State Plan and/or private insurance.
*Releyant Assessments Linked to Outcome
List any relevantformal or informal assessments that directly
affect the outcome. Informal assessment may include: direct
observations, interviews withfamily or direct care staff and/or
review ofprevious records. Formal assessments may include:
statewide standardized assessments in addition to person
centered assessments utilized by provider agencies that have
previously been approved by licensing agents. (Ifaformal
assessment has been completed, it should be noted in the “Other
Non-Medical Evaluations” section ofthe ISP.) Assessments may
be utilized to assess whether an outcome has made an impact.

0
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Phrase
This is a description to easily identify the outcome; this phrase is
intended to assist with easily navigating through the ISP to find
all related information.
*l1cJn1 Start Date (mnilddlyyyy)
The date activity will begin to work toward achieving the
outcome.
*Outcome End Date (mm/dd/yyyy)
The estimated date of when the outcome should be achieved.
Outcome Actual End Date (mmlddlyyyy)
The actual date the outcome was completed.
*Has the outcome been successfully accomplished (Yes or No)
Select “Yes” or “No” to indicate whether the outcome has been successfiully accomplished.
Note: When initially creating outcomes, thisfield should be “No.” When thisfield is changed to
“Yes,” an Actual End Date should be enteredfor the outcome.
*Outcome Statement
Represents what is currently important to the individual, what
needs to be maintainedfor the individual, or what needs to be
changed. The outcome should describe how it will make a
difference in the individual’s life. The outcome must build on
information gathered during the ISP process and reflect a shared
commitment to action. Remember that outcomes supported by
)oDPfunding must be within the context of the health and safety
ofthe individual and/or assuring their continued lfe within the
community. Outcomes that address other priorities ofthe
individual should be represented and supported with other
community, family or non-traditional supports.

Use the principles ofEveryday Lives to develop outcomes with the
individual: choice, control, quality, community inclusion,
stability, accountability, safety, individuality, relationships,
freedom, success, contributing to the community, collaboration,
communication, and mentoring.
Include health related outcomes only f there is a gap in the
provision ofsupportfor the individual’s health needs.
*Reason for Outcome
This provides contextual information beyond the Outcome
Statementfor the team to understand how/why the outcome is
important to the individual.
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*Concerns Related to Outcome

Describe any barriers (including health and safety issues) the
team will need to address to successfully work towards the
outcome. This may include information on what has been tried in
the past but has not worked, what the individual’s team has tried
to figure out, or other concerns any team member may have. For
therapy and nursing services, document here the denialfrom the
State Plan andlor private insurance.
*Relevant Assessments Linked to Outcome

List any relevantformal or informal assessments that directly
affect the outcome. Informal assessment may include: direct
observations, interviews with family or direct care staffand/or
review ofprevious records. Formal assessments may include:
statewide standardized assessments in addition to personcentered assessments utilized by provider agencies that have
previously been approved by licensing agents. (Ifaformal
assessment has been completed, it should be noted in the “Other
Non-Medical Evaluations” section ofthe ISP.) Assessments may
be utilized to assess whether an outcome has made an impact.
PLAN: SERVICES AND SUPPORTS: OUTCOME ACTIONS
ft is critical/ar the teani to address anj’ concerns related to health and .sa/etv issue or any other harriers. individuals
need team support to attain outcomes because collective problem solving and resources will make the difference.
Problem—so/ye to identify an)’ needed actions. Each Outcome Summary should have an Outcome Action.

*Related Outcome Phrase

This is created in the Outcome Summary and selected here to link
the Outcome Summary and Outcome Actions. It is a description to
easily identj5’ the outcome; this phrase is intended to assist with
easily navigating through the ISP to find all related information.
*What are current needs

Describe the current reality related to the outcome. This should
be related specfIcally to the individual what they are able to do
toward the outcome, including assistane that is necessary. This
should crosswalk with previous sections ofthe ISP where needs
are described.
—
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“What actions are needed
Identify steps and actions to achieve the outcome. Include those
provided by paid and non-paidpeople such asfamily members or
friends.

Include actions that currently occur and need to continue, this
should describe any actions, including those provided by natural
supports, non-paid support, andpaid support. What happens
currently to meet the need; is it adequate? Are there parts ofthe
individual’s specific outcome being met, and others not being
met? Ifa specific service is required, it can be named here.
Document steps to assure the individual’s health and safety while
working toward desired changes.
*Whos responsible
Include the individual and/or other team members (name and
relationship to the individual) involved who will assist with the
implementation ofthe outcome and that will be responsiblefor
seeing that the actions occur.
*Frequency and Duration of the actions needed Include the
frequency (number oftimes) and the duration (length oftime) for
each ofthe needed actions. Include those provided by paid and
non-paidpeople such asfamily members orfriends.
Specific information on total number ofunits is listed on Service
Details.
*By When (mmlddlyyyy)
List the anticipated date (or end ofplan date) the actions will be
accomplished; whichever is appropriate.
*How will you know that progress is being made towards this
outcome?
Progress links directly to outcome. Describes what is expected as
a result of the services and supports. Identify how and who will
give input about progress made over time.
*Related Outcome Phrase
This is created in the Outcome Summary and selected here to link
the Outcome Summary and Outcome Actions. It is a description to
easily identify the outcome; this phrase is intended to assist with
easily navigating through the ISP to find all related information.
*What are current needs
Describe the current reality related to the outcome. This should
be related specflcally to the individual what they are able to do
toward the outcome, including assistance that is necessary. This
should crosswalk with previous sections ofthe ISP where needs
are described.
—
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*What actions are needed
Identft steps and actions to achieve the outcome. Include those
provided by paid and non-paidpeople such asfamily members or
friends.

Include actions that currently occur and need to continue; this
should describe any actions, including those provided by natural
supports, non-paid support, andpaid support. What happens
currently to meet the need; is it adequate? Are there parts ofthe
individual’s specific outcome being met, and others not being
met? Ifa specflc service is required, it can be named here.
Document steps to assure the individual’s health and safety while
working toward desired changes.
*Whos responsible
Include the individual and/or other team members (name and
relationship to the individual) involved who will assist with the
implementation ofthe outcome and that will be responsiblefor
seeing that the actions occur.
*Frequency and Duration of the actions needed Include the
frequency (number oftimes) and the duration (length oftime) for
each of the needed actions. Include those provided by paid and
non-paidpeople such asfamily members orfriends.
Spec/Ic information on total number ofunits is listed on Service
Details.
*By When (mm/ddlyyyy)
List the anticipated date (or end ofplan date) the actions will be
accomplished; whichever is appropriate.
*110w will you know that progress is being made towards this
outcome?
Progress links directly to outcome. Describes what is expected as
a result ofthe services and supports. Ident5’ how and who will
give input about progress made over time.
PLAN: PLAN ADMINISTRATION: MONITORING
Be/öre submitting the ISP for approval, the Monitoring screen must he completed. Monitoring should meet the
required standards o[/iauling sources received by the individual or in accordance with county p0/ky. See Waivers
and/or iSP Manucil/Or/irther description o/ appropriate monitoring frequency.

requires the following Monitoring frequency:
(Mark appropriate one)
Statutory Frequency
(TSM and waivers)

Non Statutory Frequency
(as per county policy)

I

Reason for Non-statutory frequency
PLAN: PLAN ADMINISTRATION: DRAFT PLAN
34

J)

*Consent to share plan:

(Yes

or No)

*Were lifesharing options considered for Residential Services: (Yes, No or N/A)
Has the ISP signature sheet been completed?:

ISP Provider Choice
(Yes or No)

Has the

(Yes or No)

information been shared with the individual?:

I.
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