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Bureau of Developmental Disability Services
Individual Support Plan Signature Page 
	Participant Name:  
	Medicaid #: 
	MMCP  
	Date of PCP Meeting: 


	DD Waiver:        DD State Plan:     A&D/DD: 
	Initial Plan             Annual Plan 
	Did the participant attend his/her Person Centered Planning meeting?  Yes              No 


	Participant Address and Phone #:

Participant Date of Birth:   
Gender:    M         F  

	Guardian Name (if applicable), Address and Phone #:
E-mail:  
	Plan Developer:  

Plan Developer Agency and Address:
Plan Developer telephone#:  

Plan Developer email: 

Agency Administrator e-mail: 



	
	Emergency Contact (if applicable):


	

	Person Centered Planning Team Members

	Planning Team Members Present for PCP Meeting
	Relationship to Participant
	Other Planning Team Members Not Present
	Relationship to Participant

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DD Waiver Participant/Guardian Initials:                           I have been informed of and understand my choice of waiver services.  I choose to receive waiver services rather than to accept placement in an ICF/ID. I understand that I may, at any time, choose facility admission.
Authorization is requested for the services listed on the Authorization page by the following people:
    




  
______






______
___


__________________

PARTICIPANT SIGNATURE




GUARDIAN SIGNATURE (if applicable)



PLAN DEVELOPER SIGNATURE


______________________________________________________
______________________________________________________ 
_____________________________________________

DATE






DATE






DATE


**By signing this page, I am acknowledging as the plan developer that any modifications to the Individual Support Plan (ISP) that was initially developed by the person-centered planning team will only be made with the agreement of the participant/guardian and/or any applicable providers.
For individuals living in Certified Family Homes, this ISP, accompanied by current medical information and CFH Implementation Plan(s) must be maintained in the home.
For Participants enrolled in Medicare-Medicaid Coordinated Plan (MMCP), this signature is required to ensure no duplication or contraindicated services. 
    




_

______________________________________________

ICT CARE COORDINATOR SIGNATURE


                                                                  DATE
08/01/14


