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	Consumer Name:
	Consumer #:

	
	


Pre-Meeting Record Date?  __________________
Where will you have your meeting?  ______________________________________________________________

Will you lead your meeting?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

If not, would you like an independent facilitator to lead your meeting?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

If not, whom would you like to lead the meeting?  ____________________________________________________
(i.e., you can choose from a Support Coordinator/Client Services Manager, Mental Health Professional, Therapist)

What are your wants and needs? (What do you need right now to make your life better? What can we do to help you? What are your goals? What are some things that are important to you?)  
What do you want to talk about during your meeting:
What do you not want to talk about during your meeting:
Are there any cultural issues to consider when planning your meeting:
Was natural supports inclusion discussed during pre-planning?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
Would you like to develop a Crisis Plan?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Do you need extra support/assistance in an event of a natural disaster or emergency event:   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

If yes, fill out safety checklist

Do you have an advanced directive?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

If yes, are you willing to provide a copy of this for your record?    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No     FORMCHECKBOX 
  Copy is in the chart.

If no, would you like more information about advanced directives?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    
Following discussion of natural supports inclusion, which natural support(s) would you like included in your PCP meeting/process?

	Name 
	Relationship
	Who will invite the person?
	How will the person be invited?
	Natural Support?

	
	
	 FORMCHECKBOX 
 I will    FORMCHECKBOX 
 Staff will
	 FORMCHECKBOX 
 In person    FORMCHECKBOX 
 Telephone

 FORMCHECKBOX 
 Letter
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	
	
	 FORMCHECKBOX 
 I will    FORMCHECKBOX 
 Staff will
	 FORMCHECKBOX 
 In person    FORMCHECKBOX 
 Telephone

 FORMCHECKBOX 
 Letter
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	
	
	 FORMCHECKBOX 
 I will    FORMCHECKBOX 
 Staff will
	 FORMCHECKBOX 
 In person    FORMCHECKBOX 
 Telephone

 FORMCHECKBOX 
 Letter
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	
	
	 FORMCHECKBOX 
 I will    FORMCHECKBOX 
 Staff will
	 FORMCHECKBOX 
 In person    FORMCHECKBOX 
 Telephone

 FORMCHECKBOX 
 Letter
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	
	
	 FORMCHECKBOX 
 I will    FORMCHECKBOX 
 Staff will
	 FORMCHECKBOX 
 In person    FORMCHECKBOX 
 Telephone

 FORMCHECKBOX 
 Letter
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	
	
	 FORMCHECKBOX 
 I will    FORMCHECKBOX 
 Staff will
	 FORMCHECKBOX 
 In person    FORMCHECKBOX 
 Telephone

 FORMCHECKBOX 
 Letter
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	
	
	 FORMCHECKBOX 
 I will    FORMCHECKBOX 
 Staff will
	 FORMCHECKBOX 
 In person    FORMCHECKBOX 
 Telephone

 FORMCHECKBOX 
 Letter
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	
	
	 FORMCHECKBOX 
 I will    FORMCHECKBOX 
 Staff will
	 FORMCHECKBOX 
 In person    FORMCHECKBOX 
 Telephone

 FORMCHECKBOX 
 Letter
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	
	
	 FORMCHECKBOX 
 I will    FORMCHECKBOX 
 Staff will
	 FORMCHECKBOX 
 In person    FORMCHECKBOX 
 Telephone

 FORMCHECKBOX 
 Letter
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	
	
	 FORMCHECKBOX 
 I will    FORMCHECKBOX 
 Staff will
	 FORMCHECKBOX 
 In person    FORMCHECKBOX 
 Telephone

 FORMCHECKBOX 
 Letter
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	
	
	 FORMCHECKBOX 
 I will    FORMCHECKBOX 
 Staff will
	 FORMCHECKBOX 
 In person    FORMCHECKBOX 
 Telephone

 FORMCHECKBOX 
 Letter
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


What date will your meeting be held?  ______________________

What time will your meeting be held:  _______________________
Where will your meeting be held:  __________________________
Would you like to write down your own plan?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
If not, who would you like to write your plan?   FORMCHECKBOX 
CSM    FORMCHECKBOX 
Clinician    FORMCHECKBOX 
Other  



    FORMCHECKBOX 
Self
Additional comments:

 FORMCHECKBOX 
Check here if you would like to copy the outcomes from the previous PCP Signature Page
PCP PRE-MEETING RECORD ENCOMPASS – FILL OUT IN ENCOMPASS
Safety Checklist for Individuals with less than 24 hours support
This checklist has been developed to assist clients, families, Supports Coordinators and PCP Team members in addressing safety issues/concerns that a client may have who is living in their own home/apartment without 24 hour supports. This is not meant to be a comprehensive safety assessment. Instead it is intended to guide discussion around safety issues and help clients develop safety plans as part of the Person Centered Planning process.
	Directions: Place a check in the appropriate column for each question.
	Needs Help
	Independent

	I am prepared for the power being out and my apartment turning cold. (blankets, food, water)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I am able to prepare subsistence food on my own.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I am able to express my needs to emergency personnel if an emergency occurs and I need assistance.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I am able to take prescribed medications without assistance.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I am able to survive for (select one)  FORMCHECKBOX 
24,  FORMCHECKBOX 
48,  FORMCHECKBOX 
72 hours
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I have natural supports that will help me during an emergency.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	My natural supports will be able to get me to a safe place.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I am able to follow Public Safety directions from the radio or television.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I am homeless and would need to be contacted.
	 FORMCHECKBOX 

	 FORMCHECKBOX 









