State of Connecticut
[image: image36.png]


Department of Developmental Services

http://ct.gov/dds
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Enter the Individual’s First Name & Last Name, DDS#, Case Manager’s Name and the Meeting Date:

        Person Centered Plan   
DDS #
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Case Manager:      

Meeting Date:      
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Home Life
	Current Status Please include schedule, supports received, supervision needs, LON Risk areas, and accomplishments:      


	1. What I want my Home to be like How do you like to spend your time at home:      


	2. Would you like to live anywhere else, what’s your vision?      


	3. What Supports do you need to help with this?      


	4. Do you need support with your finances?

Providers please include financial assessment and report if applicable. Do you have a representative payee? Please list.
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           [image: image2.wmf]Yes, Describe below:


                        

	5. You are required to obtain and maintain Medicaid benefits. Do you require help maintaining

	Medicaid?
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	a. If yes, who is responsible to help you?      


	6. Financial Information: 

a. Earned Income       

b. Benefits Income (list programs and amounts)        

	c. Bank Accounts     
d. Burial/Funeral Account?        

e. Total assets:      

	

	7. Are you satisfied with the supports you are receiving at home?
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	      Describe:       


	8. Emergency contact:     


	9. Emergency Back-Up Plan:
An Emergency Back-Up plan must be completed for individuals who receive waiver services and live in their own home, family home or other settings where staff might not be continuously available, and who receive personal care and/or supervision supports and the failure of those supports to be available would lead to an immediate risk to the individual’s health and/or safety.


[image: image7.wmf]No Emergency Back-up Support Plan is Required. Team has discussed and confirmed.


[image: image8.wmf]Yes, an Emergency Back-up Support Plan is Required and Described Below:


     


Work, Day, Retirement or School
	Current Status Description/schedule of what the individual is doing, level of support and supervision needed, identify any LON Risk areas, modes of transportation, accomplishments:      


	1. Do you like the job you have or the activities you do during the day?      

	

	2. What do you like about it, what would you like to change?      

	

	3. What new skills, education or activities would you like to learn or take part in this year?      

	

	4. What are your career goals? Vision for the future?       


	

	5. What supports do you need during work or activities?      


	

	6. Do you have Transportation to get you to and from work on time?
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	 Describe:       

	

	7. Do you make minimum wage or better?       



	

	8. Are you satisfied with your wages?
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	 Describe:       

	

	9. Do you make enough money to do the things you want?      


	

	10. What can you do this year to make more money?      


	

	11. Are you satisfied with the supports you are receiving?
	[image: image13.wmf]Yes



 CONTROL Forms.OptionButton.1 [image: image14.wmf]No



	 Describe:       


Health and Wellness
	Current Status: How is your health? What supports are you receiving? What activities do you do to stay healthy? Please include current medications, diagnosis, doctor’s orders, dental, last physical, known allergies, adaptive equipment, brief overview of health history unless noted in Nursing Report, attach Nursing Report to plan if available. Is there a behavior plan in place? Please attach.

     

	

	1. What’s Important to me about my health and safety Any areas you want or need to work on?        

	
	

	2.  Are you up to date on routine medical tests and visits?

Are you able to follow recommended health guidelines? List any deferrals.
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	       Explain:      

	

	3.  What supports do you need to improve your health and safety? Please include a plan to support any health risk identified in your LON.       

	

	4.  Are you satisfied with the supports you are receiving?
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	      Describe:       



Friendships, Relationships and Activities
	1. Who do you enjoy spending time with? Family, friends, co-workers, acquaintances? Any special relationships?        



	

	2. What are your interests and hobbies?      


	

	3. Do you participate in any Groups?      


	

	4. Would you like to increase the time you spend with family, friends or doing hobbies or favorite activities?      


	

	5. What help do you need to accomplish this?        
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Action Plan

	Desired Outcome

(What Do You Hope to Accomplish?)
	 Why is this Important to you? 
	Actions and Steps
	Responsible Person(s)
	Date to be

Completed or
Time frame monitored

	1.      
	1.      
	1A:     
	     
	     

	
	
	1B:     
	     
	     

	
	
	1C:     
	     
	     

	
	
	1D:     
	     
	     


	2.      
	2.      
	2A:     
	     
	     

	
	
	2B:     
	     
	    

	
	
	2C:     
	     
	     

	
	
	2D:     
	     
	     


	3.      
	3.      
	3A:     
	     
	     

	
	
	3B:     
	     
	     

	
	
	3C:     
	     
	     

	
	
	3D:     
	     
	     


	4.      
	4.      
	4A:     
	     
	     

	
	
	4B:     
	     
	     

	
	
	4C:     
	     
	     

	
	
	4D:     
	     
	     


	5.      
	5.      
	5A:     
	     
	     

	
	
	5B:     
	     
	     

	
	
	5C:     
	     
	     

	
	
	5D:     
	     
	     


	6.      
	6.      
	6A:     
	     
	     

	
	
	6B:     
	     
	     

	
	
	6C:     
	     
	     

	
	
	6D:     
	     
	     


	7.      
	7.      
	7A:     
	     
	     

	
	
	7B:     
	     
	     

	
	
	7C:     
	     
	     

	
	
	7D:     
	     
	     


Summary of Supports and Services:
	Agency/individual/Vendor
	Type of Support/Service

(identify all including HCBS Waiver Services, non-waiver services and any other supports)
	Amount of Support/Service

Hours per week/month/year

	    
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	DDS


	Case Management
	Quarterly contact and as needed


For Extension Purposes Only

Plan remains appropriate and Team agreed to extend plan as per DDS extension procedure on:      
Case Manager Signature:       
Summary of Representation, Participation & Plan Monitoring

Choice and Decision Making

Would you like the assistance of a guardian (in some or many areas) or an advocate in making important decisions in your life? Does your team feel this assistance may be needed? Team should note steps to be taken in this area.

     
Individual’s Participation in Planning Process

Were you part of the planning for your meeting and the development of this plan? How can the team assist you with improving your participation in the future? Please identify those steps for next year’s meeting.
     
Representative’s Participation in Planning Process

Did your family/guardian/advocate/legal or personal representative take part in the planning process and meeting? Are you satisfied with their level of participation? Team should note steps to be taken in this area for any increased participation.

     
Monitoring and Evaluation of the Plan

Contact your case manager with any concerns or progress updates throughout the year. Providers will complete and distribute an Individual Progress Review every six months. Your case manager will conduct a Quality Service Review with you once a year.
     
Aquatic Activity Screening Individual Plan and Individual Short Plan Addendum
	Name:        
	DDS#:                                            
	Date:      


An individual’s aquatic activity screening* is effective for one year from the date on this form as part of the IP or for up to three years for an individual with an IP Short Form.  Request for any changes or updates to this form shall be made through the Planning and Support Team process.

*For individuals without an IP and assigned case manager, this form shall be completed by the Helpline Case Manager and the individual’s family when access to aquatic activities at DDS-funded sites or with DDS-funded staff are planned (i.e., camp, respite centers, family support).

SECTION 1   SCREENING FOR PRESENCE AND PARTICIPATION IN AQUATIC ACTIVITIES 

Definitions:

1. “Aquatic Activities” means all water-related activities including swimming, boating, fishing, hot tubs, water parks and those activities that take place near to water.   

2. “Near To Water” means aquatic activities at any location where there is a body of water at the intended destination that is open and accessible to individuals.  This means that there are no barriers to prevent access such as secure fencing or padlocked gates. Contact with the water may, or may not be intended. Bodies of water include, but are not limited to, streams, creeks, oceans, lakes, ponds, pools, hot tubs, wading pools, or natural or man-made water areas. Near to water activities include, but are not limited to, picnics in a park where there is water, feeding ducks at a pond, unrestricted access to backyard wading or swimming pools or hot tubs, or walks on the beach.  

3. “Shallow Water” means water at or below the height of the individual’s chest. 

4. “Deep Water” means water above the height of the individual’s chest.

The Planning and Support Team should assign an Aquatic Activity Code “0” to “6”for the individual Aquatic Activity Code 
	[image: image19.wmf]
	0 = Individual does not swim or participate in any aquatic activities. 

If coded as “0”, Section 2 should have “NO” checked for all activities listed.
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	1= Near to Water Activities Only and Must Be With Staff 

Individual participates only in activities near to water.

	[image: image21.wmf]
	2 = Shallow Water Only Individual has limited or no swimming skills and does not respond to verbal redirection and may not recognize dangerous situations.

	[image: image22.wmf]
	3 = Shallow Water Only Individual has limited or no swimming skills but usually responds to verbal redirection and may or may not recognize dangerous situations.

	[image: image23.wmf]
	4 = Deep Water Swimmer Individual can swim in deep water with staff supervision (Comments in Section 2 may define supervision type).

	[image: image24.wmf]
	5 = Aquatic Activity Level Not Known. Individual is approved only for aquatic activities as permitted in Section 2 and must be in a One-to-One enhanced staff-to-individual ratio at all of these activities until aquatic activity code is determined and approved.  

	[image: image25.wmf]
	6 = Independently Accesses Aquatic Activities Individual requires no supervision for aquatic activities. Do not complete Section 2.


SECTION 2   AQUATIC ACTIVITIES - SUPERVISION NEEDS 

Complete this section for individuals with an Aquatic Activity Code of “0” to “5”only.
NOTE:  If you check off ‘yes’ for any of the activities below, there must be a “staff-to-individual” ratio included. These ratios are for staff to ensure they provide adequate supervision. Safe staff ratios cannot exceed 1 staff to 7 individuals for any of the activities listed. If supervision needs are unknown due to lack of previous participation, the individual must be in a 1:1 staff to individual ratio at all aquatic activities, until a safe appropriate ratio can be determined and approved. 

	             AQUATIC ACTIVITY
	ABLE TO

PARTICIPATE
	SUPERVISION NEEDS
	COMMENTS (arms-length, line of sight, seizures, lifejacket, etc.)

	Activities Near to Water
	[image: image26.wmf]Yes



 CONTROL Forms.OptionButton.1 [image: image27.wmf]No


	#       staff to #       individuals
	     

	Boating: follow site directions for life jacket use.
	[image: image28.wmf]Yes



 CONTROL Forms.OptionButton.1 [image: image29.wmf]No


	#       staff to #       individuals
	     

	Swimming
	[image: image30.wmf]Yes



 CONTROL Forms.OptionButton.1 [image: image31.wmf]No


	#       staff to #       individuals
	     

	Water Parks
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 CONTROL Forms.OptionButton.1 [image: image33.wmf]No


	#       staff to #       individuals
	     

	Hot Tub Use
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	#       staff to #       individuals
	     


	Individual’s Name:                                                                                                                           DDS #                      

Provider:                                                                           Submitted By:      
Case Manager:                                                                    Date:                     Period Covered:       to      
Six Month    Annual       Other:                                                             Date of next  Review   Meeting :     


	Are there any significant updates or changes regarding the person’s status in any of the following areas? 

What’s important to me?     Vision for a Good Life     Home Life    Finances     Work, Day, Retirement or School   

Health and Wellness      Friendships, Relationships and Activities     Integrated Support Star
Updates/Changes:     
Copies should be sent to: Individual/Family/Guardian, Case Manager, Residential Provider, Day Provider

	Waiver Service(s) (from Summary of Supports and Services):      
#1  Desired Outcome:         
Progress made towards Actions and Steps  Yes   No            Outcome not  addressed  (must comment below)   

Include information about progress, whether steps should continue or be modified.

A:            
B:            
C:             
D:              
 See Attached

Concerns/Comments/Recommendations:      

	Waiver Service(s) (from Summary of Supports and Services):      
#2  Desired Outcome:         
Progress made towards Actions and Steps  Yes   No            Outcome not  addressed  (must comment below)   
Include information about progress, whether steps should continue or be modified.

A:            
B:            
C:             
D:              
 See Attached

Concerns/Comments/Recommendations:      


	Individual’s Name:                                                                                                                         DDS #           

	Waiver Service(s) (from Summary of Supports and Services):      
#3Desired Outcome:         
Progress made towards Actions and Steps  Yes   No            Outcome not  addressed  (must comment below)   

Include information about progress, whether steps should continue or be modified.

A:            
B:            
C:             
D:              
 See Attached

Concerns/Comments/Recommendations:      

	Waiver Service(s) (from Summary of Supports and Services):      
#4  Desired Outcome:         
Progress made towards Actions and Steps  Yes   No           Outcome not  addressed  (must comment below)   

Include information about progress, whether steps should continue or be modified.

A:            
B:            
C:             
D:              
 See Attached

Concerns/Comments/Recommendations:      


	Waiver Service(s) (from Summary of Supports and Services):      
#5  Desired Outcome:         
Progress made towards Actions and Steps  Yes   No           Outcome not  addressed  (must comment below)   

Include information about progress, whether steps should continue or be modified.

A:            
B:            
C:             
D:            
 See Attached

Concerns/Comments/Recommendations:      



	Individual’s Name:                                                                                                                         DDS #               

	Waiver Service(s) (from Summary of Supports and Services):      
#6  Desired Outcome:         
Progress made towards Actions and Steps  Yes   No          Outcome not  addressed  (must comment below)   

Include information about progress, whether steps should continue or be modified.

A:            
B:            
C:             
D:              
 See Attached

Concerns/Comments/Recommendations:      

	Waiver Service(s) (from Summary of Supports and Services):      
#7  Desired Outcome:         
Progress made towards Actions and Steps  Yes   No          Outcome not  addressed  (must comment below)   

Include information about progress, whether steps should continue or be modified.

A:            
B:            
C:            
D:              
 See Attached

Concerns/Comments/Recommendations:      
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