CALIFORNIA ASSISTED LIVING WAIVER (ALW) PROGRAM
INDIVIDUAL SERVICE PLAN (ISP)

Medi-Cal Member’s Name    
                             (Last, First)      Medi-Cal Member’s CIN                                      Today’s Date                          .

ALW Residence     





 
CCA    





  .
	1. This ISP is an   FORMCHECKBOX 
 Initial       FORMCHECKBOX 
 Update* 






   * If this ISP is an update, complete questions 1a, 1b and1c; if this is an initial ISP, skip to question 2.
1a.  Date of Last ISP              
   
1b.  Tier in Last ISP   FORMCHECKBOX 
 1  FORMCHECKBOX 
 2  FORMCHECKBOX 
 3  FORMCHECKBOX 
 4  FORMCHECKBOX 
 5  


1c.  Reason for ISP update   FORMCHECKBOX 
 Semi-Annual Re-assessment       FORMCHECKBOX 
 Significant Change in Condition      



2. ISP Start Date   

              3.   ISP End Date   


              4.   Tier for THIS ISP   FORMCHECKBOX 
 1  FORMCHECKBOX 
 2  FORMCHECKBOX 
 3  FORMCHECKBOX 
 4  FORMCHECKBOX 
 5

5. Is the Physician’s Report attached to this ISP?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No          6.  Date of most-current Physician’s Report     


7. Known allergies: _____________________________________   ______________________________________________________
INSTRUCTIONS:  ISP development teams must NOT include medical treatments without doctors’ orders – ONLY physicians may diagnose and order treatment(s) for medical care.  Physician-prescribed treatments that require community-based maintenance (e.g., monitoring, medication, in-home treatments, etc.) must be included in the ISP to address how the medical needs will be met and who is responsible for meeting them.  The ALW ISP development team is responsible for identifying and addressing all NON-medical (e.g., social support(s), transportation, community engagement, etc.) needs and services that are required to assure the health and safety of the Participant in the assisted living setting. 
	Need / Concern
	Goal(s)*
	Intervention(s) / Plan
	Measureable Outcome(s)
	Responsible Provider
	Start Date
	End Date

	Need, problem, &/or concern that must be addressed to ensure (& maintain) the Participant’s preferences, health, & safety in the community.
Needs / Concerns should address Participants’ socialization, emotional wellbeing, mental wellbeing, maintenance of physician wellbeing, and functioning skills.
	Clear statement of the desired effect the intervention will have on the need &/or concern.
	Service, support, &/or monitoring that will be implemented to address the need &/or concern (i.e., actions that will be employed to meet the Participant’s preferences & needs in the community).
	Overall, measurable result(s) in terms of quantitative &/or qualitative outcomes used to determine if the proposed intervention is working &/or achievable.

Quantitative outcomes are measured by count, percent, range, etc.

Qualitative outcomes are analyzed based on interview responses, & observations (can be in the form of direct quotes)
	Agency/ Organization responsible for implementing the intervention & meeting the Participant’s goals based on measurable outcomes.
	Must be a date in mm/dd/yyyy format
	Must be a date in mm/dd/yyyy format. 

Do not list “ongoing” or “continuous”



* Include SMART goals:  Specific, Measurable, Attainable, Relevant, and Time-bound

	Need / Concern
	Goal(s)
	Intervention(s) / Plan
	Measureable Outcome(s)
	Responsible Provider(s)
	Start Date
	End Date

	SOCIALIZATION – Difficulty in adjusting socially / ability to maintain reasonable personal relationships

	
	
	· 
	
	
	
	

	
	
	· 
	
	
	
	

	
	
	· 
	
	
	
	

	
	
	
	
	
	
	


	Need / Concern
	Goal(s)
	Intervention(s) / Plan
	Measureable Outcome(s)
	Responsible Provider(s)
	Start Date
	End Date

	EMOTIONAL – Difficulty in adjusting emotionally

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	Need / Concern
	Goal(s)
	Intervention(s) / Plan
	Measureable Outcome(s)
	Responsible Provider(s)
	Start Date
	End Date

	MENTAL STATUS – Difficulty with intellectual functioning including inability to make decisions regarding daily living.

	
	
	· 
	
	
	
	

	
	
	· 
	
	
	
	

	
	
	· 
	
	
	
	

	
	
	· 
	
	
	
	


	Need / Concern
	Goal(s)
	Intervention(s) / Plan
	Measureable Outcome(s)
	Responsible Provider(s)
	Start Date
	End Date

	PHYSICAL / HEALTH – Difficulties with physical development and poor health habits regarding body functions

	
	1. 
	· 
	· 
	
	
	

	
	1. 
	· 
	· 
	
	
	

	
	2. 
	· 
	· 
	
	
	

	
	
	· 
	
	
	
	


Has the Medi-Cal Member received training on how to recognize and report instances of abuse, neglect, or exploitation?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Has the Medi-Cal Member received comprehensive doctor’s orders for medical care?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No**
** If not, when is his/her next doctor’s appointment?                               .
ISP Planning Team Assurances

By signing below I confirm, to the best of my knowledge, the following statements are true:

· I was an active participant in the development of this ISP;
· I provided the Medi-Cal member, and/or the member’s legal representative, the freedom to choose among necessary and available services to meet the need(s) identified in the LOC assessment 
· I provided the Medi-Cal member, and/or the member’s legal representative, with the opportunity to direct all aspects of the design, delivery, and/or modification(s) of services, if (s)he wished to do so.  
· I believe the Medi-Cal member is compatible with the facility and residents, and that I/we can provide the care as specified in this ISP
	Team Member’s Name
	Discipline/ Relationship
	Telephone Number
	Signature
	Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Member’s Confirmation
By signing below, I confirm I have been allowed to participate in the development of this ISP and I’ve received a completed copy of the signed document for my records.
Medi-Cal Member/Legal Representative Signature: __________________________________________
Date: ________________.
(PLEASE PRINT, SIGN, AND RETURN ISP TO ALW INBOX)
Last Rev. September 2017
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