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Developmental Disabilities Administration

Individual Plan & Budget

Fiscal Year _____


Name: __________________________________________________  Date of Birth: ____________
Address:  _________________________________________________________________________
E-Mail: ___________________ Phone Number: ___________________ County: ______________ 
Disability: __________________________________________________________________________
Social Security Number: _______________ Medical Assistance Number: ________________

Private Insurance, if applicable:  ____________________________________________________

Coordinator of Community Services Name/Agency: _____________________________________________________________________________________
Phone & E-Mail: ______________________________________________________________________

Address: ____________________________________________________________________________

Support Broker: _____________________________________________________________________

Phone & E-Mail: ______________________________________________________________________

Address: ____________________________________________________________________________

FMS Agency & Contact name: _________________________________________________________

Address: _____________________________________________________________________________

Phone, E-Mail & Fax Numbers: _________________________________________________________

_______________________________________________________________________________________

Legal Guardian, if applicable: ___________________________________Phone:________________

Emergency Contact:  __________________________________________________________________

School, if applicable:  _________________________________________________________________


Primary Care Physician:  _____________________________________________________________

Address & Phone:  ___________________________________________________________________

Specialist: ___________________________________________________________________________

Address & Phone: ___________________________________________________________________

Specialist: __________________________________________________________________________

Address & Phone: ____________________________________________________________________

Specialist: __________________________________________________________________________

Address & Phone: ___________________________________________________________________

Therapist: __________________________________________________________________________

Address & Phone: ___________________________________________________________________

Dentist: _____________________________________________________________________________
Address & Phone: ___________________________________________________________________
Pharmacy: __________________________________________________________________________



In addition to my Support Broker, the following people may sign employee timesheets, vendor receipts and request for payment on my behalf: 

________________________    _________________________   ____________________

Printed Name



Signature



  Relationship
________________________    _________________________   ____________________

Printed Name



Signature



  Relationship
I authorize my Fiscal Management Service to release information concerning my individual plan and budget to the following people:

______________________________________
          __________________________

Name








Relationship
________________________________________________

__________________________________

Name








Relationship

________________________________________________

__________________________________

Name








Relationship

In addition to my Support Broker, I authorize my Fiscal Management Service to release the results of criminal background checks performed on my employees to:

________________________________________________

__________________________________

Name








Relationship

________________________________________________

Street Address

_______________   ____________________  ___________

City                         State                                   Zip




Person-centered/Person-directed planning is very individualized. Pages 5 – 9 are provided as a place for you to document important information from your planning process. If you have a particular format or process that you want to, or have used, which has its own way of documenting the necessary information, feel free to note 

that on this form in the appropriate spaces and attach your document.  It is critical though that you make sure all the information identified on this form is easily found

in your documents.  

You MUST attach your person centered planning document/information if you do not use this form to record that information.


The remainder of the information MUST be completed on this form according to the 
instructions included. 



A description of who I am:

strengths, talents, capacities, support needs, interests, joys

… And where I’ve been

Where do I live?  Who do I live with?  Who supports me?

Important people in my life and how are they involved

My family… My Friends…My Co-Workers…My Neighbors…

My job… My school…What I do during the day…

What supports I have there

My current health status is ………………………

I’m dealing with the following health concerns by ………

I take the following medication ………

I get help with my health and medication ………

My personal support needs are ………………

The help I get with my personal support needs right now is  ………

Things go well in my life you remember these suggestions about how to support me …
If you forget or ignore these suggestions some of the things that go wrong are ………..
Currently I get these kinds of supports when I am having difficulty dealing with the challenges in my life


Support Broker is a Family Member   □ NO   □ YES, relationship: _____________________

□ I want immediate family (parent or caregiver guardian, step-parent, sibling) to provide direct support as a staff member for me.

□ I will be paying the following family members as a member of my staff:

	Name of Person
	Relationship to Me
	Job They Will Have
	Rate of Pay
	Hours Per Week

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Hiring the person(s) listed above is in my best interest because:

Please answer the following questions if they apply to your situation:

Having a family member as a staff person will help me to be more integrated in my community by:

Having a family member as a staff person will increase my independence by:

Having a family member as a staff person will expand my circle of support or natural supports by:

There are special circumstances (eg: location of home, time of day supports are needed, etc.):

Check all that apply:

□ My team and I will review the appropriateness of my staffing arrangements at least annually.

□ My team and I don’t have a plan in place to help me when my family is no longer available.

□ My team and I are creating a plan to help me when my family is no longer available.

□ My team and I have a plan to help me when my family is no longer available.



Describe the services and supports that you receive from your community:
Describe the services and supports that you are currently receiving, or have applied for, from the Medicaid State Plan (from your Medical Assistance Card) (i.e., Medical Day Care, Personal Care, etc.):
Describe the services and supports that you are currently receiving, or have applied for, from other State agencies (i.e., Division of Rehabilitation Services-DORS, Autism, etc.):


Describe what your Support Broker, FMS and Coordinator of Community Services will do to help you effectively manage your services and supports:  


My long-term goal(s) are to:

In this coming year, I will take the following steps toward reaching my goal(s):

I will know I am making progress towards or have reached my goal when:

(For Plan Annual Update) I have made the following progress on last year’s goal:

Describe what your daily life will be, what support you will need to be successful and what would happen if you did not receive the support:


My long-term goal(s) are to:

In this coming year, I will take the following steps toward reaching my goal(s):

I will know I am making progress towards or have reached my goal when:
(For Plan Annual Update) I have made the following progress on last year’s goal:

Describe what you plan to be doing during the day – a Job? School?  Training? Volunteering? Starting you own business? – and what would happen if you did not receive the support:


Describe your two level back-up plans
Your Support Broker may not be your first or second level back-up
First level of Back Up:

Second level of Back Up:


My long-term goal(s) are to:

In this coming year, I will take the following steps toward reaching my goal(s):

I will know I am making progress towards or have reached my goal when:
(For Plan Annual Update) I have made the following progress on last year’s goal:

Describe your plans for a life that allows/supports you to be healthy and safe: 



My long-term goal(s) are to:

In this coming year, I will take the following steps toward reaching my goal(s):

I will know I am making progress towards or have reached my goal when:

(For Plan Annual Update) I have made the following progress on last year’s goal:

If you plan to move into your own home in the community for the first time describe where you will be moving, including an itemized list of planned purchases:


My long-term goal(s) are to:

In this coming year, I will take the following steps toward reaching my goal(s):

I will know I am making progress towards or have reached my goal when:

(For Plan Annual Update) I have made the following progress on last year’s goal:

Describe how you will get yourself to where you need to go and why it is important you go there:







Self-directed Services ~ Community Pathways
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Name: _________________________________________ Relationship: _________________





Name: _________________________________________ Relationship: _________________





Name: _________________________________________ Relationship: _________________





Name: _________________________________________ Relationship: _________________





Name: _________________________________________ Relationship: _________________





My team and I finalized this plan on ______________________


					                        Date


(Signatures are not required)





By signing below I acknowledge my agreement with and approval of this plan





Waiver Applicant: _____________________________________________    Date: ___________





Parent (if waiver applicant under the age of 18): _________________________     Date: ___________





Legal Guardian (if applicable): _____________________________________   Date: ___________








□ Agree: meets waiver requirements    □ Disagree: does not meet waiver requirements 	





Coordinator of Community Services: ___________________________________ Date: __________





□ Approved       □ Denied 





Self-direction Regional Coordinator: __________________________    Date: _____________





□ Approved       □ Denied 





DDA Regional Director:______________________________________     Date: _____________














Final approval of the Self-direction Individual Plan & Budget (IP&B) rests with the DDA Deputy Secretary. The waiver applicant will receive an Award Letter from the DDA Deputy Secretary if the plan has been approved.  If the IP&B is denied, the waiver applicant will receive a denial letter from the Eligibility Determination Division (EDD) with notification of appeal rights.
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