This is the required format of the ISP that must be followed. All sections of the plan, the reciuired
content for each section, and the sequence of each section cannot change. However, you may add

" information to the header of the form or add additional sections. The form may be transferred to word
processing.

Individualized Service Plan

Name of Person: ISP Effective Date:
Medicaid Number (CIN#):

Dates ISP Reviewed: MSC Initials: Dates ISP Reviewed: MSC Initials:

Section 1: The Narrative
(Profile, the Person's Valued Outcomes and Safeguards)

Profile: Include selected person-centered information about the person discovered during the
* planning process. For example, abilities, skills, preferences, relationships, health, cultural
‘traditions, community service and valued roles, spirituality, career, challenges, needs, pertinent

clinical information, or other information that affects how supports and services will be
provided.
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Individualized Service Plan

Name of the Person: ISP Effective Date:
L |

The Person's Valued Outcomes: List the person’s Valued Outcomes that derive from the
profile. Outcomes are brief, clearly stated and as specific as possible. Please ensure that there
is at least one outcome for each Waiver Habilitation Service that the person will receive, (e.g.,
Residential Habilitation, Day Habilitation, Prevocational Service, and Supported
Employment). List the outcome again for each appropriate Waiver Habilitation Service in the
“HCB Waiver Service Summary”.

Safeguards: Individualized supports needed to keep the person safe from harm and actions to
" be taken when the health or welfare of the person is at risk. Fire safety is required.
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Individualized Service Plan

- Name of the Person: ISP Effective Date:

Section 2: The Person's Individualized Service Environment

Natural Supports and Community Resources: People, groups or organizations that are a
resource to the person by providing supports and services, for example family, friends,
neighbors, associations, community centers, spiritual, school groups, volunteer services, self-
help groups, clubs, ete. Include the name of the person, place or organization and a brief
statement about what is being done to help the person. Assistance related to achieving a
Valued Outcome should be noted.
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Individualized Service Plan

Name of the Person: ISP Effective Date:

|
Medicaid State Plan Services:

For each service briefly state the name of the provider or agency (e.g., Dr. Smith, ARC Day Treatment Center,
Southern DDSO Clinic); the type of service (e.g., physician, day treatment, MSC, transportation, durable medical
equipment, etc.); the frequency of the service (e.g., daily, 5 days a week, yearly); the duration (e.g., on-going)
and effective date (e.g., 3/97, 5/14/99, or approximate time frame: within the past year, etc.) and the person's
valued outcome (from Section 1 of the ISP) or reason for receiving the support or service.

Examples of Medicaid State Plan Services: Medicaid Service Coordination, Day Treatment,
Physician, Pharmacy, Laboratory, Hospital, Dental, Audiological, Personal Care, Certified
Home Health Care, Durable Medical Equipment, Transportation, other.

Note: Long term therapies provided in Article 16, 28, or 31 Clinic should not be included
below. (See section “Medicaid State Plan Services: Article 16, 28, or 31 Clinic Long-term
Therapies Only”). However, medical or dental state plan service provided in an Article
16, 28, or 31 Clinic should be described below.

Name of Provider:

Type of Medicaid Service:
Frequency: Duration: . Effective Date:
Person's Valued Outcome or Reason for Receiving the Service:

Name of Provider:
Type of Medicaid Service:
Frequency: Duration: : Effective Date:
Person's Valued Outcome or Reason for Receiving the Service:

Name of Provider:
Type of Medicaid Service:
Frequency: Duration; Effective Date:
Person's Valued Outcome or Reason for Receiving the Service:

Name of Provider:
Type of Medicaid Service:
Frequency: Duration: Effective Date:
Person's Valued Outcome or Reason for Receiving the Service:
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: Person's Valued Outcome or Reason for Receiving the Service:

Individualized Service Plan

Name of the Person: : ISP Effective Date:
|
Medicaid State Plan Services — Article 16, 28, and 31 Clinics Long-Term Therapies Only
(Physical Therapy, Occupational Therapy, Speech, Rehabilitation Counseling, Nutrition,
Psychology. Social Work and Psychiatry):

For each service briefly state the name of the provider or agency (e.g., Metropolitan Article 28 Clinic, Western
Article 16 Clinic); check the box to indicate the Clinic Certification Category (e.g., Article 16); the type of
clinic service (e.g., physical therapy, speech pathology); the frequency of the service (e.g., 3 days a week); the
duration (e.g., on-going) and effective date (e.g., 3/97, 5/14/99; or approximate time frame: e.g., within the past
year); the person's valued outcome (from Section 1 of the ISP) or_reason for receiving the support or service;

and location the service will be provided (e.g., main clinic site, day program, or residential program).

Name of Provider:
| Article 16 [1 Article28 [1 Article31 L[]
Type of Clinic Service:
Frequency: Duration: Effective Date:

| Person's Valued Outcome or Reason for Receiving the Service:

At what location will the service be provided (e.g., main clinic site or at the day or
residential program)?

Name of Provider:

Article16 [0 Article28 [0 Article31 O

Type of Clinic Service:
Frequency: Duration: : Effective Date:

At what location will the service be provided (e.g., main clinic site or at the day o
residential program)? '
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Individualized Service Plan

Name of the Person: ISP Effective Date:

]
Federal, State or County Funded Resources: (This category does not include Medicaid

Funded Services)

For each service briefly state the name of the provider or agency (e.g., VESID, HUD, NYS Office of the Aging, |
Education Department, BOCES, DOH, Department of Social Services); the type of service (e.g., Senior Citizen
Services, educational services, housing); the frequency of the service (e.g., daily, 3 days a week, monthly); the
duration (e.g., on-going) and effective date (e.g., 3/97, 5/14/99, or approximate time frame: within the past year,
etc.) and the person's valued outcome (from Section 1 of the ISP) or_reaseon for receiving the support or service.
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Individualized Service Plan

Name of the Person: ISP Effective Date:
|

HCB Waiver Service Summary: Complete a section below for each waiver service. Add
more pages as needed.

For each service briefly state the name of the provider or agency (e.g., Sunshine Co. UCP, Southern DDSQ); the
type of service (e.g., residential habilitation, supported employment, environmental modification); the frequency
of the service (billing unit of service); the duration (e.g., on-going) and effective date (e.g., 1/1/99) and the
person's valued outcome (from Section 1 of the ISP) or reason for receiving the support or service.

Name of Provider:
Type of Waiver Service:
Frequency: Duration: Effective Date:
Person's Valued Outcome or Reason for Receiving the Service:

Name of Provider:

Type of Waiver Service:
Frequency: Duration: Effective Date:
Person's Valued Outcome or Reason for Receiving the Service:

Name of Provider:
Type of Waiver Service: .
Frequency: Duration: Effective Date:
Person's Valued Outcome or Reason for Receiving the Service:

Types of HCB Waiver Services:

- residential habilitation prevocational services day habilitation
supported employment environmental modifications respite
adaptive devices plan of care support services
fiscal/employer agent consolidated supports and services
transitional services ~ family education and training
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Individualized Service Plan

Name of the Person: ISP Effective Date;

|
Other Services or 100% OMRDD funded supports and Services:

For each service briefly state the name of the provider or agency (e.g., Sunshine Co. UCP, Southern DDSO); the
type of service (e.g., family support services, individualized supports and services. 100% state funded supported
employment, private health insurance, etc.); the frequency of the service (e.g., daily, 3 days a week, monthly); the
duration (e.g., on-going) and effective date (e.g., 5/99, 4/5/00 or approximate time frame: within the past year)
and the person's valued outcome (from Section 1 of the ISP) or reason for receiving the support or service.

_________________________________________________________________________________________________________________________________|
Names of Service Providers receiving copy(s) of ISP and attachments:

Provider Name: Date Sent: Provider Name: Date Sent:
Signatﬁres:
Person: Date: ]
Advocate: Date:

Service Coordinator: Date:

Service Coordinator Supervisor: Date:
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