INDIVIDUAL SERVICE PLAN (ISP)

FOR CHILDREN (Birth -18yrs) WITH DEVELOPMENTAL DISABILITIES LIVING IN THE COMMUNITY 

Use this form if age 0-21 & not receiving residential services  -  Use the adult form if age 18-21 & are receiving residential services

	IDENTIFYING INFORMATION

	INDIVIDUAL’S FULL NAME: 
	DOB: 

	ADDRESS: 

	CITY AND ZIP: 
	PHONE: 

	DIRECTIONS TO HOME: 

	INDIVIDUAL’S NATIVE LANGUAGE: 
	INTERPRETER NEEDED:  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

	DATE OF ISP MEETING: 
	DATE OF NEXT ISP MEETING: 

	EFFECTIVE DATES OF ISP:
	FROM  
	TERM OF LEVEL OF CARE:      
	FROM  

	 FORMCHECKBOX 
 DEVELOPMENTAL DISABILITIES WAIVER
	 FORMCHECKBOX 
 ANNUAL
	

	 FORMCHECKBOX 
 STATE GENERAL FUND
	 FORMCHECKBOX 
 REVISION  DATE:         
	 FORMCHECKBOX 
 NEW ALLOCATION

	 FORMCHECKBOX 
 WAIVER ID #:      
	 FORMCHECKBOX 
 LEVEL OF CARE:  FORMCHECKBOX 
 I  FORMCHECKBOX 
 II  FORMCHECKBOX 
 III
	 FORMCHECKBOX 
 HAT SCORE:       (HAT DATE:       )

	 FORMCHECKBOX 
 MEDICAID #:      
	 FORMCHECKBOX 
 MEDICARE #:      

	 FORMCHECKBOX 
 SALUD! PROVIDER:      
	 FORMCHECKBOX 
 MEDICAID FEE FOR SERVICE

	PARENT/ GUARDIAN:      
	 FORMCHECKBOX 
 PLENARY
	PHONE:      

	AGENCY (IF APPLICABLE):      
	 FORMCHECKBOX 
 LIMITED
	FAX:      

	ADDRESS:      
	 FORMCHECKBOX 
 OTHER (SPECIFY):      
	E-MAIL:      

	CASE MANAGEMENT AGENCY:       
	CASE MANAGER:      
	PHONE:      

	ADDRESS:      
	E-MAIL:      
	FAX:        

	RESIDENTIAL or RESPITE AGENCY:        SERVICE TYPE(S):      
	CONTACT:      
	PHONE:      

	ADDRESS:      
	E-MAIL:      
	FAX:      

	DAY SERVICES- PRE-SCHOOL/CHILD CARE or  SCHOOL  AGENCY:       SERVICE TYPE(S):      
	CONTACT:      
	PHONE:      

	ADDRESS:      
	E-MAIL:      
	FAX:      

	DAY SERVICES AGENCY:                        SERVICE TYPE(S):      
	CONTACT:      
	PHONE:      

	ADDRESS:      
	E-MAIL:      
	FAX:      

	EMERGENCY CONTACT NAME:      
	RELATIONSHIP:      
	PHONE:      

	ADDRESS:      
	E-MAIL:      
	FAX:      

	FRIEND / ADVOCATE:      
	RELATIONSHIP:      
	PHONE:      

	ADDRESS:      
	E-MAIL:      
	FAX:      

	REPRESENTATIVE PAYEE:      
	E-MAIL:      
	PHONE:      

	ADDRESS:      
	
	FAX:      

	PRIMARY CARE PHYSICIAN:      
	E-MAIL:      
	PHONE:      

	ADDRESS:      
	
	FAX:      

	PHARMACY SUPPLIER:      
	E-MAIL:      
	PHONE:      

	ADDRESS:      
	
	FAX:      

	MEDICAL SUPPLIER:                         SERVICE TYPE(S):      
	RELATIONSHIP:      
	PHONE:       

	ADDRESS:      
	E-MAIL:      
	FAX:      

	MEDICAL PROVIDER 1:                     SERVICE TYPE(S):      
	RELATIONSHIP:      
	PHONE:      

	ADDRESS:      
	E-MAIL:      
	FAX:      

	MEDICAL PROVIDER 2:                     SERVICE TYPE(S):      
	RELATIONSHIP:      
	PHONE:      

	ADDRESS:      
	E-MAIL:      
	FAX:      

	MEDICAL PROVIDER 3 :                    SERVICE TYPE(S):      
	RELATIONSHIP:      
	PHONE:      

	ADDRESS:      
	E-MAIL:      
	FAX:      


NAME: 
NARRATIVE SECTION

	LIFE EXPERIENCES:

Provide background information; including prenatal, birth and early childhood history, successful past experiences and major life events.  Describe what life is like now. Include a description of what’s important to the child and family’s life. (e.g., personal, cultural, spiritual,).  Also provide information regarding personal challenges and obstacles when applicable.

	



	THE INDIVIDUAL’S DEFINITION OF A MEANINGFUL DAY:
Create a summary description of what is meaningful to the child during a typical day, week, month and year at home, school and community.  This section should be about what is meaningful to the individual above and beyond the realm of the DD Waiver.  This section should capture what has meaning in life.  This is not a recap of a daily schedule.  

	



	EARLY CHILDHOOD  OR PRESCHOOL, RECREATIONAL PROGRAMS AND SCHOOL, HISTORY: 
(This section would be for younger children- 3-14 years of age)

Describe the child’s experience in early- childhood, pre-school, recreational programs or school history.


SCHOOL , WORK, AND OR VOLUNTEER HISTORY:

(This section would be for older children 14-18 and young adults including transition from school to work)

Describe the individual’s successes and goals in school (past and/or current), including his/her areas of interest (e.g., favorite subjects and activities) and particular learning style.  Including school based vocational training, life skills training, transitional plan and date of DVR referral.  Provide detailed information about the individual’s complete volunteer and paid work history (e.g., length of employment, job responsibilities, strengths, preferences, and dislikes).  Include information about the individual’s interests concerning future education, volunteer, and/or work opportunities.  Mention any awards or certifications the individual has received.  Also provide information regarding personal challenges and obstacles when applicable.



NAME: 
	RELATIONSHIPS:  Who is in the child’s life?  Include important relationships in the individual’s life.
 Include information family, friends, class mates,), community supports and specialized supports.  With whom does the child spend time? Also provide information regarding challenges and obstacles when applicable.

	



	HEALTH & SAFETY:
Provide summary information about significant health/medical/behavioral/environmental concerns (past and present) that impact on the individual’s  health and safety, including what has been done to address these concerns Also provide information regarding personal challenges and obstacles when applicable.

	



	STRENGTHS, GIFTS, PREFERENCES, AND INTERESTS: 

Describe what makes the individual unique.  Provide detailed information about talents, interests, and strengths, Include favorite activities, entertainment, toys/games, sports, recreational opportunities, activities, routines, etc. 

	



NAME: 
	SERVICES PROVIDED OTHER THAN DD WAIVER. 
ADDITIONAL REFERRALS NEEDED
Include date of referrals made by DD waiver CM, type of services received including funding source, total hours services is being provided, a brief summary of therapy goals / IEP goals when applicable and reference to supporting therapy reports included in DD Waiver CM file.  Example of other services include:         Medicaid School Based Services Program
                                   Medicaid Early Periodic Screening Diagnosis & Treatment (EPSDT)
                                   Children’s Medical Services (CMS)

                                   Therapeutic Recreation programs

                                   Funded Daycare (CYFD)

                                   Assistive Technology programs

                                   NM Dept. of Education Public Schools
                                   NM Dept. of Health Family Infant Toddler Program

	



	SERVICES PROVIDED BY THE DD WAIVER.  ( including assisted technology equipment and environmental modifications)  

Services funded in ARA are:    Occupational, Physical and Speech Therapy as well as Personal Support  (limited when not covered by EPSDT or IDEA)
Behavior Support Consultation          Non-Medical Transportation          Case Management           Nutritional Counseling          Respite

Community Access                            Personal Plan Facilitator                Supplemental Dental        Goods and Services

                     

	



NAME: 
	LONG-TERM VISION (WHAT I WANT IN MY FUTURE): 
Describe what the individual desires for the future (i.e., dreams and aspirations without limits).  Use relevant information from previous sections of the narrative (e.g., desires regarding relationships and potential jobs and roles).  

	



	DESIRED OUTCOMES:

Focusing on the individual’s and family’s priorities, identify outcomes that they want to achieve during the next 1 – 3 years. Outcome statements should include measurable criteria for determining success in areas such as Live, Work / Learn, Fun / Relationships, and Health.

	



	TRAINING NEEDS:  Include training the parent provides  as well as parent education opportunities conference and workshops
What are the training and TA needs to fulfill these outcomes?

	



NAME:  
 ISP MEETING PARTICIPANTS

DATE OF MEETING: 
By signing below, I am indicating that I participated in the development of this individual service plan and will be responsible for implementing relevant portions of the plan.

Individuals who participated in a manner other than attendance at the meeting will be listed with the method of participation stated in the signature column

	MEETING PARTICIPANTS

(PRINT NAME AND AGENCY)
	SIGNATURE
	CONTACT INFORMATION

	INDIVIDUAL:  


	
	PHONE: 
FAX: 
E-MAIL: 

	GUARDIAN:  



	
	PHONE: 
FAX: 
E-MAIL

	FAMILY (SPECIFY RELATIONSHIP):  



	
	PHONE: 
FAX: 
E-MAIL: 

	FRIENDS/ADVOCATES:  



	
	PHONE: 
FAX: 
E-MAIL

	CASE MANAGER (SPECIFY AGENCY):  



	
	PHONE: 
FAX: 
E-MAIL: 

	RESIDENTIAL or  RESPITE STAFF (SPECIFY AGENCY):

SERVICE COORDINATOR:


DIRECT STAFF:



	
	CONTACT INFO: 
CONTACT INFO:
CONTACT INFO:

	DAY SERVICES or SCHOOL STAFF (SPECIFY AGENCY):  

SERVICE COORDINATOR:


DIRECT STAFF:



	
	CONTACT INFO: 
CONTACT INFO:
CONTACT INFO:

	DAY SERVICES STAFF (SPECIFY AGENCY):  


SERVICE COORDINATOR:


DIRECT STAFF:



	
	CONTACT INFO: 
CONTACT INFO:
CONTACT INFO:

	OTHER (SPECIFY RELATIONSHIP AND AGENCY):  



	
	PHONE: 
FAX: 
E-MAIL: 

	OTHER (SPECIFY RELATIONSHIP AND AGENCY):  



	
	PHONE: 
FAX: 
E-MAIL: 

	OTHER (SPECIFY RELATIONSHIP AND AGENCY):  



	
	PHONE: 
FAX: 
E-MAIL: 


NAME:  
















                 PAGE 1 OF 6
VERSION DATE: 6/16/2008

