Iowa Attachment E-2 (b)


(county) CASE MANAGEMENT 

INDIVIDUAL COMPREHENSIVE PLAN 

CONSUMER: 





CASE MANAGER: 

DATE: 

PLANNED FREQUENCY OF CONTACT WITH THE INDIVIDUAL: 
PLANNED FREQUENCY OF CONTACT WITH PROVIDERS: 

SERVICES CHOSEN: 
	SERVICE 
	SERVICE PROVIDER
	GOAL #
	FUNDING SOURCE (S) 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


RATIONALE FOR SERVICES SELECTED:

LEAST RESTRICTIVE?   YES  FORMCHECKBOX 
               NO FORMCHECKBOX 

IF NO, IDENTIFY THE SERVICE AND EXPLAIN:

ADDITIONAL SERVICES, RESOURCES AND SUPPORTS THAT ARE NEEDED BUT UNAVAILABLE: 

DISCHARGE PLAN: 

LEGAL ISSUES/RECOMMENDATIONS FOR GUARDIANSHIP: 

(Include discussion by the team about the need for guardianship, document other legal issues, i.e. payee, conservatorship, parole, probation, restraining orders, commitments, etc.) 
RIGHTS RESTRICTIONS: 

(Address rights restrictions in this section. Include information that identifies the restriction, includes the rationale of why a restriction is in place and whether or not training is in place to remove or diminish the restriction of rights. ) 

GOAL # 1: 

AREA FOCUSED 

UPON: 

______  Community Living 

_____ Vocational/Academic 



______  Self-Care


_____
Social/Leisure/



______  Health/Treatment

_____
Financial/Insurance 

	INDIVIDUAL’S GOAL/OBJECTIVE:


	BACKGROUND/RATIONALE/OBSTACLES:


	SPECIFIC, MEASUREABLE, TIME LIMITED OBJECTIVE: 



	SERVICE ACTION STEPS:  
	RESPONSIBLE PERSON/AGENCY 
	INITIATION DATE 
	COMPLETION DATE 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


FIRST QUARTER PROGRESS- DATE: _________COPY SENT TO IDT ON: ________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________







Signature: _________________________

SECOND QUARTER PROGRESS-DATE: ________ COPY SENT TO IDT ON: ______

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________







Signature:__________________________

THIRD QUARTER PROGRESS-DATE:________ COPY SENT TO IDT ON: _________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________







Signature: _________________________ 

GOAL # 2: 

AREA FOCUSED 

UPON: 

______  Community Living 

_____ Vocational/Academic 



______  Self-Care


_____
Social/Leisure/



______  Health/Treatment

_____
Financial/Insurance 

	INDIVIDUAL’S GOAL/OBJECTIVE:


	BACKGROUND/RATIONALE/OBSTACLES:


	SPECIFIC, MEASUREABLE, TIME LIMITED OBJECTIVE: 



	SERVICE ACTION STEPS:  
	RESPONSIBLE PERSON/AGENCY 
	INITIATION DATE 
	COMPLETION DATE 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


FIRST QUARTER PROGRESS- DATE: _________COPY SENT TO IDT ON: ________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________







Signature: _________________________

SECOND QUARTER PROGRESS-DATE: ________ COPY SENT TO IDT ON: ______

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________







Signature:__________________________

THIRD QUARTER PROGRESS-DATE:________ COPY SENT TO IDT ON: _________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________







Signature: _________________________
ON-GOING SUPPORTS 

	SERVICE NEED/OBJECTIVE: 



	BACKGROUND/RATIONALE/OBSTACLES:


	SERVICE ACTIVITY/TERMS OF SERVICE   
	RESPONSIBLE PERSON/AGENCY 
	INITIATION DATE 
	COMPLETION DATE 

	
	
	
	

	
	
	
	


	SERVICE NEED/OBJECTIVE: 



	BACKGROUND/RATIONALE/OBSTACLES:


	SERVICE ACTIVITY/TERMS OF SERVICE   
	RESPONSIBLE PERSON/AGENCY 
	INITIATION DATE 
	COMPLETION DATE 

	
	
	
	

	
	
	
	


	SERVICE NEED/OBJECTIVE: 



	BACKGROUND/RATIONALE/OBSTACLES:


	SERVICE ACTIVITY/TERMS OF SERVICE   
	RESPONSIBLE PERSON/AGENCY 
	INITIATION DATE 
	COMPLETION DATE 

	
	
	
	

	
	
	
	


*(Identify the provider and any agreements regarding provision of service; for example, reports, duration, amount, etc. if applicable.)
SAFETY/CRISIS PLAN

SEVERE WEATHER/TORNADO:

FIRE: 

MEDICAL: 

OTHER: 

EARLY INTERVENTION PLAN: 


Indicators/Triggers: 


Usual Coping Strategies/Natural Supports (eg. Friends or family): 


What To Do: 

CONTACT INFORMATION: 

We have been involved in the development of this plan and are in agreement with its provisions. Members of the IDT may request a review of the plan by contacting the case manager. 

______________________________            
_____________________________



Consumer





Guardian 

______________________________   

_____________________________



Date 






Date 

INTERDISCIPLINARY TEAM: 

	NAME 
	TITLE 
	DATE
	COMMENTS/OBJECTIONS 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


People invited who could not attend: 

Copies Sent to the IDT on:______________________
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