Person-Centered Planning Worksheet – Pre-Plan
	Consumer Name:      


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
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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

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 
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	Person-Centered Plan Signature Page
	


	Name: 
	     
	 Identification Number: 
	     


	Meeting Date:
	     
	Meeting Location: 
	     


	This plan expires on:
	     
	Next Periodic Review Date:
	     


                                                              (use date one year from meting date)
Face to face Frequency: __________________________________________
People who attended my Person Centered Planning meeting:

	Print Name
	Relationship
	Attended

	     
	     
	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 



I was offered a PCP satisfaction survey

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 

I understand that I have the right to appeal any denial, reduction or termination in service and/or support. I understand that services and/or support must be maintained or provided during an appeal process. Further, I understand that I have the right to an informal or formal appeal and have been given the name(s) of individuals who will assist me in my appeal if desired.
 FORMCHECKBOX 
  I have been informed of informal ways I can resolve conflicts or concerns I may have, including talking to my case manager/supports coordinator/therapist, talking to their supervisor and/or calling my local Member Service staff at 797-3400. I have also been given the names of staff I can contact.

 FORMCHECKBOX 

I have been informed of guidelines for receiving services in this program and discharge procedures. And my client services manager/supports coordinator/therapist has given me a notice of my hearing rights and a copy of a hearing request form.
 FORMCHECKBOX 

My signature indicates that I directed the planning process with the assistance of those persons I chose to have involved in the process









-or-
 FORMCHECKBOX 

Consumer declined to participate in the Person Centered Planning Process. A plan was developed that reflects the services the consumer has/needs.
 FORMCHECKBOX 

I am aware that I will receive a copy of my Person Centered Plan by mail or delivery within 15 business days and I agree with the plan.
- or -
 FORMCHECKBOX 

I am aware that I will receive a copy of my Person Centered Plan by mail or delivery within 15 business days but I disagree with the plan.
	Consumer:
	
	Date:
	     

	Guardian/Parent:
	
	Date:
	     

	Clinical Staff:
	
	Date:
	     


Psychiatrist and supervisor will review/sign electronically.
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(( ADEQUATE NOTICE and REVIEW RIGHTS ((
with the

Saginaw County Community Mental Health Authority-Prepaid Inpatient Health Plan 
For NON-MEDICAID Recipients
OR
Medicaid Recipients Related to a Non-Medicaid Service
Consumer Name:       
   Case #:      
 
 FORMCHECKBOX 
Consumer Address OR  FORMCHECKBOX 
Guardian Name and Address:  

     


     


     

This notice was  FORMCHECKBOX 
given or  FORMCHECKBOX 
sent to the consumer or guardian named above on the date signed on this notice and copied for the case record.

Specifically, the action taken is described below.

Your Individualized Service Plan/periodic review define the amount, duration and scope of the services that are authorized.

If you do not agree with your plan written by Saginaw County Community Mental Health Authority you may:

· Ask to review your plan with your Support Staff (Case Manager, Supports Coordinator, or Therapist) or their supervisor.

OR

· Contact the Recipient Rights Office at (989) 797-3452 or 1-800-258-8678 
OR

· Request the Local Dispute Resolution Process (LDRP) by calling Customer Service at (989) 797-3452 or  
1-800-258-8678. 

· The LDRP starts with your request to Customer Service and ends with the decision of the Director of the Customer Service/Recipient Rights Office.
· You may request an Expedited Appeal if you believe waiting for the standard time for a LDRP   would seriously jeopardize your ability to attain, maintain, or regain maximum function by contacting Customer Service at 797-3452 or toll free 1-800-258-8678.
· If you disagree with the decision of the LDRP, you may ask for a review of your case from the Michigan Department of Community Health, Customer Service can assist you in this process.
Staff signature:
 
Date:___________________

Consumer signature:

Date:___________________                                (individual plan of service only)

Guardian signature:

Date:___________________

If applicable (individual plan of service only)
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(( ADEQUATE ACTION NOTICE and HEARING RIGHTS ((
with the Department of Community Health Administrative Tribunal

For MEDICAID Recipients
Consumer Name:       
   Case #:      
 

 FORMCHECKBOX 
Consumer Address OR  FORMCHECKBOX 
Guardian Name and Address:  

     


     


     


This notice was  FORMCHECKBOX 
given or  FORMCHECKBOX 
sent to the consumer or guardian named above on the date signed on this notice and copied for the case record.

 Specifically, the action taken is described below:

Your Individualized Service Plan/periodic review define the amount, duration and scope of authorized services.

If you do not agree with your plan as written by Saginaw County Community Mental Health you may:

· Request a Medicaid Fair Hearing within 90 days of the date of this notice.  Hearing requests must be in writing, and signed by you or your authorized representative. 

To request a hearing, complete a Request for Hearing form provided with this Notice, or write to the Tribunal at:

Administrative Tribunal, Department of Community Health

P. O. Box 30763, Lansing, MI  48909

· Request an Expedited Hearing if you believe waiting for the standard hearing process would seriously jeopardize your ability to attain, maintain, or regain maximum function.  To request an Expedited Medicaid Fair Hearing, you must call, toll free 1-877-833-0870

You may choose to have another person represent you at the hearing.

· This person can be anyone you choose.

· This person may request a hearing for you.

· You MUST give this person written permission to represent you.  You may provide a letter or a copy of a court order naming this person as your guardian or conservator.

· You DO NOT need any written permission if this person is your spouse or attorney.

· If you have any questions you may call the Administrative Tribunal at (877) 833-0870.

In addition to requesting a Medicaid Fair Hearing, you may also:

· Ask to review your plan with your Case Manager, Supports Coordinator, or Therapist, or their supervisor.

· Contact the Recipient Rights Office at (989) 797-3452 or 1-800-258-8678.

· Request a Local Appeal (your provider may also file a Local Appeal) within 45 days of the date of this notice by calling Customer Service at (989) 797-3452 or 1-800-258-8678. 

· The Local Appeal process starts with your request to Customer Service (verbally or in writing) and ends with the decision of the Director of the Customer Service/Recipient Rights Office.

· If you disagree with the results of the Local Appeal, you may ask for a Medicaid Fair Hearing with the Administrative Tribunal as outlined above. Customer Service can assist you in this process.

· You may contact the Customer Service Office for further information at:

Saginaw County Community Mental Health Authority Customer Service


500 Hancock Street, Saginaw, MI 48602 


(989) 797-3452 or toll free 1-800-258-8678

The legal basis for the above decision is 42CFR440.230(d).

Staff signature:
 
Date:___________________

Consumer signature:

Date:___________________                                (individual plan of service only)

Guardian signature:

Date:___________________

If applicable (individual plan of service only)
Person-Centered Planning Worksheet - Documentation

What makes you unique?  What are your gifts?  What are your strengths?

(i.e. What is important to you – work, home, heritage, background, etc; what talents, skills, and hobbies do you have?)

     
What is your vision/dream of a brighter future and who will help you move towards that future?

(i.e. Community life/relationships, home life, work/volunteer/contributions, etc.)

(What is going well; what needs improvement; what would you like to change)

     
What might be some challenges?

     
Person-Centered Planning Worksheet – Documentation 
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Identify all health and safety issues that might prevent you from achieving your vision:

     
What are some other things that might make it hard to reach your goals?  What kind of support or assistance is needed to overcome this challenge? (Ex: Transportation, finances, community inclusion, lack of natural supports)

     
Have all risk, health, safety, and community inclusion issues identified in the assessment been addressed in the plan?    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No  **** Mandatory response
If no, please explain

     
Recommendations/Referrals

     
Opportunities/Dreams/Goals I’m not going to pursue right now and the reason:

     
Person-Centered Planning Worksheet – Outcome 
Outcome Established Date:       __________________________

Outcome: 
     
Outcome Type:   FORMCHECKBOX 
 Employment    FORMCHECKBOX 
 General    FORMCHECKBOX 
 Health    FORMCHECKBOX 
 Safety
 FORMCHECKBOX 
  Self Determination

Targeted Completion Date:       _____________________  
The following step(s) that will be taken to reach the identified outcome.  (Include specific step(s), how often each step will be taken, and the date the step(s) will be considered complete):

Consumer

Describe Steps and How Often

     
Natural Support(s)
Describe Steps and How Often

     
Person-Centered Planning Worksheet – Outcome 
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Community Integration and Support(s)

Describe Steps and How Often

     
CMHSP Provider Support(s)

Describe Steps and How Often

     
Face to Face Contact Frequency:       _________________________________ 
Person-Centered Planning Worksheet – Outcome 
Outcome Established Date:       __________________________

Outcome: 
     
Outcome Type:   FORMCHECKBOX 
 Employment    FORMCHECKBOX 
 General    FORMCHECKBOX 
 Health    FORMCHECKBOX 
 Safety
 FORMCHECKBOX 
  Self Determination

Targeted Completion Date:       _____________________  
The following step(s) that will be taken to reach the identified outcome.  (Include specific step(s), how often each step will be taken, and the date the step(s) will be considered complete):

Consumer

Describe Steps and How Often

     
Natural Support(s)
Describe Steps and How Often

     
Person-Centered Planning Worksheet – Outcome 
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Community Integration and Support(s)

Describe Steps and How Often

     
CMHSP Provider Support(s)

Describe Steps and How Often

     
Face to Face Contact Frequency:       _________________________________
Person-Centered Planning Worksheet – Outcome 
Outcome Established Date:       __________________________

Outcome: 
     
Outcome Type:   FORMCHECKBOX 
 Employment    FORMCHECKBOX 
 General    FORMCHECKBOX 
 Health    FORMCHECKBOX 
 Safety
 FORMCHECKBOX 
  Self Determination

Targeted Completion Date:       _____________________  
The following step(s) that will be taken to reach the identified outcome.  (Include specific step(s), how often each step will be taken, and the date the step(s) will be considered complete):

Consumer

Describe Steps and How Often

     
Natural Support(s)
Describe Steps and How Often

     
Person-Centered Planning Worksheet – Outcome 
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Community Integration and Support(s)

Describe Steps and How Often

     
CMHSP Provider Support(s)

Describe Steps and How Often

     
Face to Face Contact Frequency:       _________________________________
Person-Centered Planning Worksheet – Outcome 
Outcome Established Date:       __________________________

Outcome: 
     
Outcome Type:   FORMCHECKBOX 
 Employment    FORMCHECKBOX 
 General    FORMCHECKBOX 
 Health    FORMCHECKBOX 
 Safety
 FORMCHECKBOX 
  Self Determination

Targeted Completion Date:       _____________________  
The following step(s) that will be taken to reach the identified outcome.  (Include specific step(s), how often each step will be taken, and the date the step(s) will be considered complete):

Consumer

Describe Steps and How Often

     
Natural Support(s)
Describe Steps and How Often

     
Person-Centered Planning Worksheet – Outcome 
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Community Integration and Support(s)

Describe Steps and How Often

     
CMHSP Provider Support(s)

Describe Steps and How Often

     
Face to Face Contact Frequency:       _________________________________






