
Individual Support Plan Authorization Checklist   
 

Individual Name:      FORMTEXT 

     
  
 
Birth date: 

PA:       
 
 Brokerage:     
Part I.  Completed by Personal Agent

 FORMCHECKBOX 
Annual ISP:  Annual ISP for Plan Year beginning       and ending      .   

 FORMCHECKBOX 
Revision No.       to ISP:  Effective Dates:      through      .  

Eligibility for Support Services Funds.  Check all that apply:

 FORMCHECKBOX 
Basic Benefit, Waivered funds level, as defined in OAR 411-340-0020.  

 FORMCHECKBOX 
Basic Benefit, general fund only level, as defined in OAR 411-340-0020

 FORMCHECKBOX 
Eligible for ADL supplement (per Customer Goal Survey)  

 FORMCHECKBOX 
Extraordinary long-term need per OAR 411-340-0130 (4)(a).  

 FORMCHECKBOX 
Supplement to Basic Benefit Score 60-80

 FORMCHECKBOX 
Supplement to Basic Benefit Score 81 or greater

 FORMCHECKBOX 
Other prior-authorized benefit level   (Source:     )
Annual Benefit Level:      
$           
Annual ISP amount:  
$     
Revision 1 Benefit Level: 
$     


Revision 1 ISP amount:  
$     
Revision 2 Benefit Level:
$     


Revision 2 ISP amount:  
$     
Revision 3 Benefit Level: 
$     


Revision 3 ISP amount:  
$     
Revision 4 Benefit Level: 
$     


Revision 4 ISP amount:  
$     
Revision 5 Benefit Level: 
$     


Revision 5 ISP amount:  
$     
Revision 6 Benefit Level: 
$     


Revision 6 ISP amount:  
$     
Revision 7 Benefit Level: 
$     


Revision 7 ISP amount:  
$     
Revision 8 Benefit Level: 
$     


Revision 8 ISP amount:  
$     
Revision 9 Benefit Level: 
$     


Revision 9 ISP amount:  
$     
Individual Name:      FORMTEXT 

     
  
 
Birth date: 


Part II.  Completed by Staff Reviewing Plan for Authorization Name/Position:     
	
	Yes
	No

	The Customer Goal Survey is attached, indicating person-centered process, identifying needs, risks and supports.

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	The BSCI, if applicable is attached, indicating support needs above the basic benefit.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	The individual or, if applicable, the individual’s legal representative has signed the plan.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	The plan specifies type, amount, frequency/duration, and type of provider of service.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Written plan specifies expenditures allowed under OAR 411-340-0010 through 0180 (from current Expenditure Guideline).
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Maximum projected Support Services cost of plan is within amount available to the individual in this Plan Year.
 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	The Plan and Customer Goal Survey demonstrate how Support Services, personal, and other resources are used.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Provider rates are within Support Services Rate Range guidelines or a current rate exception is in place.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	ISP Goals are measurable and match unmet needs on Customer Goal Survey.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Evidence that significant risks were considered in development of the plan.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Customer Goal Survey Financial Section balanced.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	The amount of support funds to which the individual has access is proportional to the duration of the plan  (i.e. It’s pro-rated if needed)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	  OR The individual was unavailable for planning and ISP development (ISP may NOT be authorized for implementation)

	Clear documentation is present describing attempts to contact the individual.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Support Funds will not be used until a plan has been signed by the individual or, if applicable, the individual’s legal representative. 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If the individual or the individual’s legal representative does not agree to an ISP more than 30 days past annual plan date, exiting procedures will be initiated by the brokerage 
	 FORMCHECKBOX 

	 FORMCHECKBOX 



 FORMCHECKBOX 
  Individual Support Plan is authorized for implementation.    FORMCHECKBOX 
  Individual Support Plan NOT authorized for implementation.

	Required Corrections or Comments:      



Signature of Staff Reviewing Plan for Authorization: _____________________________________ Date:  _____________







Plan Authorization Checklist for 11/15/10 
Page 1

