CALIFORNIA ASSISTED LIVING WAIVER PROGRAM (ALWP)

INDIVIDUAL SERVICE PLAN (ISP)


MEDI-CAL MEMBER NAME: ______________________________________________   (Last, First)
ALW RESIDENCE: _________________________________________   CIN NUMBER: ___________________ 
Individual Service Plan is:  FORMCHECKBOX 
 Initial  FORMCHECKBOX 
 Update
If Update:  Date of Last ISP: _________________________

Tier at Last ISP:  FORMCHECKBOX 
 1  FORMCHECKBOX 
 2  FORMCHECKBOX 
 3  FORMCHECKBOX 
 4  FORMCHECKBOX 
 5   Reason for New ISP:   FORMCHECKBOX 
 Semi-Annual  FORMCHECKBOX 
 Significant Change
Dates of This ISP:
Start Date ________________ End Date _________________Tier at this ISP:  FORMCHECKBOX 
 1  FORMCHECKBOX 
 2  FORMCHECKBOX 
 3  FORMCHECKBOX 
 4  FORMCHECKBOX 
 5
This plan should include all diagnoses of record, physical, mental and functional* challenges/limitations, safety and socialization.

	Diagnosis/ Problem/Concern
	Intervention(s)
	Goal(s) of Intervention(s)
	Measureable Outcome
	Responsible Provider
	Start Date
	End Date

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


The Care Coordinator must provide the beneficiary and/or responsible party freedom to choose among needed services as determined by the assessment.  Medi-Cal members who choose to utilize the Assisted Living Waiver’s consumer directed services benefit must be afforded the opportunity to participate in the development of his/her ISP in all aspects of the design, delivery, and modification of their services.  By signing below, the beneficiary and/or responsible party agree that he/she has been an active participant in the development of the plan and has received a copy of the plan.

Plan Development Assurances

· I have been an active client in the development of this service plan.
  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
· I agree with this entire plan as developed by the team and me.
  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
· I disagree with part of this plan as developed by the team and me.
  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
 Resolution of disagreement: _________________________________________________________________________________________________

I received a completed copy of my service plan
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

ISP Team Participants

	Name
	Discipline
	Telephone Number
	Signature
	Date

	
	
	
	
	

	
	
	
	
	


Medi-Cal Member Name:   ___________________________   CIN: ________________   CCA: ___________________ 

Medi-Cal Member/Legal Representative Signature: _____________________________
Date: ________________

(PLEASE PRINT, SIGN AND RETURN WITH EACH ISP)
Assisted Living Waiver Program

Individual Service Plan (ISP)

Updated November 2015


