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Individual Plan Modification
For services/items not currently in your Plan

Name: _________________________________________________  Date of Birth: ____________
Social Security Number: ______________ Medical Assistance Number: ________________
Service Category:

· Managing My Supports

· Meeting My Daily Needs

· Work/Education/Training

· Emergency Planning

· Health and Adaptations

· Household Start-Up

· Transportation director

Goals:
Budget Details:
Budget Justification:
Please attach additional sheets and a budget modification form if necessary.
Self-directed Services ~ Community Pathways





By signing below I acknowledge my agreement with and approval of this plan modification (everyone must sign)





Waiver Participant: _____________________________________________________________





Parent (if waiver participant under the age of 18): ______________________________________________





Legal Guardian (if applicable): _______________________________________________________





Support Broker: ________________________________________________________________





Coordinator of Community Services: _____________________________________________





Self-direction  Regional Coordinator: _____________________________________________
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