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Developmental Disabilities Services
	Services and Funding 

Individual Support Plan (ISP)
(Adult In-Home Services Setting)


	CDDP:
	     
	Service Coordinator/Personal Agent:
	     

	Individual’s name:
	     
	DOB:
	     
	Prime number:
	     

	Individual’s Legal Guardian (if applicable):
	     

	Representative         (if applicable):
	     
	ISP start date:      
	ISP end date:      
	 Date of ANA assessment:      


	I choose the following Case Management Services

	Case Management:    FORMCHECKBOX 

    Waiver case management
- Individual must receive at least one home and community-based waiver service per month.           
                                   FORMCHECKBOX 

    Non-waiver case management

Start date:                  End date:      
Case Management comments/descriptors of anticipated case management services during plan year:
      



	Service category
	What and how 
support is arranged (PSW, independent contractor or 
agency provider, general business)
	Authorized 
dates (start and end )
	Unit of service
	Monthly amount 
(per line)
	Plan year 
total 
(per line)

	
	
	
	Quantity per month
	Rate*
	
	

	
	
	
	*Wage calculation to figure out the “Rate”  (show calculation in field below the rate field):

[Wage (PSW’s hourly) x employer taxes (county employer) + Worker’s Compensation (.016)] 

	
	
	
	

	I choose the following K-plan services 

	K-plan

	     
	Start:      
End:      
	     
	     
	0 FORMTEXT 

$0.00

	$0.00 FORMTEXT 

$0.00


	 FORMDROPDOWN 

	
	
	Show hourly wage calculation here

	Describe detailed supports that address needs identified in the functional needs assessment. Address risks. Include goals and individual’s preferences:

     

	K-plan

	     
	Start:      
End:      
	     
	     
	0 FORMTEXT 

$0.00

	$0.00 FORMTEXT 

$0.00


	 FORMDROPDOWN 

	
	
	Show hourly wage calculation here

	Describe detailed supports that address needs identified in the functional needs assessment. Address risks. Include goals and individual’s preferences:

     


	K-plan

	     
	Start:      
End:      
	     
	     
	0 FORMTEXT 

$0.00

	$0.00 FORMTEXT 

$0.00


	 FORMDROPDOWN 

	
	
	Show hourly wage calculation here

	Describe detailed supports that address needs identified in the functional needs assessment. Address risks. Include goals and individual’s preferences:

     

	K-plan

	     
	Start:      
End:      
	     
	     
	0 FORMTEXT 

$0.00

	$0.00 FORMTEXT 

$0.00


	 FORMDROPDOWN 

	
	
	Show hourly wage calculation here

	Describe detailed supports that address needs identified in the functional needs assessment. Address risks. Include goals and individual’s preferences:

     

	K-plan

	     
	Start:      
End:      
	     
	     
	0 FORMTEXT 

$0.00

	$0.00 FORMTEXT 

$0.00


	 FORMDROPDOWN 

	
	
	Show hourly wage calculation here

	Describe detailed supports that address needs identified in the functional needs assessment. Address risks. Include goals and individual’s preferences:

     

	I choose the following State Plan Personal Care Services (only complete this section if specifically using SPPC)

	State Plan Personal Care
	     
	Start:      
End:      
	     
	     
	0 FORMTEXT 

$0.00

	$0.00 FORMTEXT 

$0.00


	Max. of 20 hours unless exception is present
	
	
	Show hourly wage calculation here

	Describe detailed supports that address needs identified in the functional needs assessment. Address risks. Include goals and individual’s preferences:

     


	I choose the following Waiver Services

	Waiver
	     
	Start:      
End:      
	     
	     
	0 FORMTEXT 

$0.00

	$0.00 FORMTEXT 

$0.00


	 FORMDROPDOWN 

	
	
	Show hourly wage calculation here

	Describe detailed supports that address needs identified in the functional needs assessment. Address risks. Include goals and individual’s preferences:

     

	Waiver
	     
	Start:      
End:      
	     
	     
	0 FORMTEXT 

$0.00

	$0.00 FORMTEXT 

$0.00


	 FORMDROPDOWN 

	
	
	Show hourly wage calculation here

	Describe detailed supports that address needs identified in the functional needs assessment. Address risks. Include goals and individual’s preferences:

     

	Waiver
	     
	Start:      
End:      
	     
	     
	0 FORMTEXT 

$0.00

	$0.00 FORMTEXT 

$0.00


	 FORMDROPDOWN 

	
	
	Show hourly wage calculation here

	Describe detailed supports that address needs identified in the functional needs assessment. Address risks. Include goals and individual’s preferences:

     

	 FORMDROPDOWN 

	     
	Start:      
End:      
	     
	     
	0 FORMTEXT 

$0.00

	$0.00 FORMTEXT 

$0.00


	
	
	
	Show hourly wage calculation here

	Describe detailed supports that address needs identified in the functional needs assessment. Address risks. Include goals and individual’s preferences:

     

	 FORMDROPDOWN 

	     
	Start:      
End:      
	     
	     
	0 FORMTEXT 

$0.00

	$0.00 FORMTEXT 

$0.00


	
	
	
	Show hourly wage calculation here

	Describe detailed supports that address needs identified in the functional needs assessment. Address risks. Include goals and individual’s preferences:

     


	General Fund Services

	All General Fund expenditures require prior authorization from ODDS.  A copy of the exception approval must be attached to this Services and Funding Page document.

	 FORMDROPDOWN 

	     
	Start:      
End:      
	     
	     
	0 FORMTEXT 

$0.00

	$0.00 FORMTEXT 

$0.00


	
	
	
	Describe General Fund service or supplies here

	Describe detailed supports that address needs identified in the functional needs assessment. Address risks. Include goals and individual’s preferences:

     



	Other services and supports described in functional needs assessment

	Services/supports
(natural supports/community resources/other funding sources)
	Provided by
	Frequency and duration

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	    
	      
	
	
	     

	Individual signature
	Date
	
	CDDP/Brokerage signature
	Date


	      
     
Individual’s Legal Guardian’s signature (if applicable):
Date

Individual’s Representative’s signature (if applicable):
Date


	
	
	Plan year grand total
	!Undefined Bookmark, YEARA FORMTEXT 

$0.00




	K-plan services:

· Assistive devices

· Assistive technology
· Attendant Care Management Training (ex: STEPS)
· Behavior supports
· Chore services
	· Attendant care – ADL/IADL
· Relief care (Attendant Care)
· Skill training (Attendant Care)
· Transition Services
	· Community nursing services

· Community transportation

· Emergency response systems

· Environmental modifications

· Home Delivered Meals
	Comprehensive waivered services:
· Supported Employment

· Pre-Vocational and Alternatives to Employment 
· Family training
· Occupational Therapy (adults over age 21)
· Physical Therapy (adults over age 21)
· Speech, Hearing and Language Services (adults over age 21)
· Waiver Case Management
Support Services (Brokerage) waivered services:
· Supported Employment

· Community Living and Inclusion Supports 
· Family training

· Special Diets 
· Specialized Supports 
· Occupational Therapy (adults over age 21)
· Physical Therapy (adults over age 21)
· Speech, Hearing and Language Services (adults over age 21)
· Waiver Case Management


	



