Part V. Plan for Supports

Instructions: The Part V: Plan for Supports (PFS) is the provider-completed part of the ISP. All service providers must have a PFS that details the activities and instructions that are expected to lead toward the agreed upon outcomes. The PFS includes: 
· Support Instructions that are constant in a person’s life, 
· the individual’s Desired Outcomes from the Shared Plan (or a later PFS revision), 
· the Support Activities the provider has agreed to provide to support each outcome, 
· what will be seen or obtained to resolve each activity,
· any additional Support Instructions needed to complete activities, 
· a General schedule of supports
· and when applicable documentation of consent for any safety restrictions.  
After the outcomes are transferred, Support Activities are recorded to describe the specific steps that were discussed with the individual and the team to support the accomplishment of each outcome. They are written with an action verb and begin with the person’s name. They include what will be seen or could be obtained to resolve the activity, as well as detailed Support Instructions that describe how support is provided and the individual’s preferences and participation in each activity.  The planned frequency for each activity is also included.
The supports that are consistently provided in a person’s life and that are provided throughout a person’s day should be listed on page 1 of the PFS. This section is also used for explaining the need for high intensity services and overnight safety supports. This section should not be used for activities that relate to individual outcomes, but rather to describe the supports needed to ensure preferences are honored and so that communication and safety needs are consistently provided by multiple supporters. 

For example:

“Mary uses a communication board to share her preferences throughout the day.  Make sure she brings it along when leaving home and place it on her lap when asking questions.”
In following example, Steve’s residential provider records the Support Activities discussed with him at his meeting to support his outcome “Steve is not tired all of the time due to diabetes, ” which is what is important TO him about his diabetic condition. Three residential activities relate to this outcome and each will have its own instructions for supporters.  In the example, there are descriptions of what will be seen to know supports are no longer needed and if skill-building is being attempted: 
· The “I no longer want/need supports when…” sections describe what will be observed to show the achievement of skills or how the introduction of natural supports could resolve the need for the activity. 

· Skill-building is a component of this service. Notice how two of the three activities will focus on supporting Steve to develop his ability to accomplish these tasks with decreasing support as indicated by “yes.”  

Note also that what is important FOR Steve is reflected in the activities to enable him to have what is important TO him, which is “not being tired all of the time.” 
For example:
Part III: Shared Planning Desired Outcome: Steve is not tired all of the time due to diabetes. 
Residential Support Activity 1:  Steve follows a diabetic diet.

I no longer want/need supports when: I develop a book of recipes and know how to prepare 3 meals a day based on my diet.

Skill-building? Yes
Residential Support Activity 2:  Steve takes his insulin as prescribed.
I no longer want/need supports when: I have a device I can use myself or a friend to help me since I don’t like needles. 
Skill-building? No
Residential Support Activity 3:  Steve practices ways to relax before bed.
I no longer want/need supports when: I can use 5 relaxation techniques that help me sleep 8 hours each night. 
Skill-building? Yes
Steve’s other partners might assist with this outcome in different ways. For example, Steve’s employment provider might develop activities in the employment PFS such as “Steve stays awake and engaged while at work” and “Steve takes his insulin as prescribed” and his support coordinator might include “Steve goes to a sleep center for testing.” 
For example:

Part III: Shared Planning Desired Outcome: Steve is not tired all of the time due to diabetes. 
Employment Support Activity 1:  Steve stays awake and engaged while at work.

I no longer want/need supports when: Steve can consistently work his full shift within his employer’s expectations for breaks.

Skill-building? No
Employment Support Activity 2:  Steve takes his insulin as prescribed.
I no longer want/need supports when:  We have identified other supports to take insulin each day. 

Skill-building? No

Part III: Shared Planning Desired Outcome: Steve is not tired all of the time.

Support Coordination Support Activity 3:  Steve goes to a sleep center for testing.
I no longer want/need supports when: Steve has completed a sleep study. 

Skill-building? No
Each activity in each PFS includes what will be seen to know that activities are no longer needed and Support Instructions that detail how supports will be provided, as well as how Steve will participate in each activity. The frequency is added to each as well. Finally, the general schedule of supports is completed to show the typical days and times that activities occur. If outcomes are changing (being added or deleted), describe each change in the section titled “Outcome changes included in this Plan for Supports revision.” The support coordinator signature is needed for the approval of all outcome changes. 
If at any time, a safety restriction is needed, the included safety restriction process must be followed. It is completed with the person by a qualified professional (i.e. someone who knows the person and is involved with providing the services). The Safety Restriction form documents the terms of any restriction, as well as the consent of the person and any substitute decision-maker regarding its use. When existing protocols (such as a behavioral support plan) contain the same elements, it may be referenced on the Safety Restriction form along with the location of the protocol. 

In this manner, each provider develops the PFS based on the conversations that occurred at the annual ISP meeting. Updates might occur at any point after the annual meeting at the request of the individual and with his or her changing interests and needs. A Status Update form is included as a way to communicate status changes with others.

Part V. Plan for Supports

Provider: _______________ Service:  ______________
	Describe support instructions and preferences that occur consistently across activities and settings.  

	[These instructions apply whenever support is provided and do not require duplication in the activities section of the Plan for Supports. Include a description of the need for high intensity services or overnight safety supports as applicable. These support instructions impact the duration of activities and describe how the person learns best. For example, Mary uses a communication board to share her preferences throughout the day.  Make sure she brings it along when leaving home and place it on her lap when asking questions.]
     



Outcomes and Activities

	DESIRED OUTCOME


	[Enter the desired outcome number and statement from the Shared Plan or later revision] 

	I no longer want/need supports when…
	[Describe the achievement or natural supports needed to finish with this outcome from the Shared Plan or later revision]  


	 Support Activities

(action steps)
	I no longer want/need supports when…
	Support Instructions 

(Describe the steps, what’s needed for this person to be successful and how they participate with each support activity.
	How often? 

	[Enter a support activity using an action verb; always begin with the person’s name.]
Skill-building:

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


	[Describe what will be seen or how natural supports could resolve the activity]  

	· [Enter the support instructions that relate to this activity] 
	[Enter the frequency for this activity] 

	[Enter a support activity using an action verb; always begin with the person’s name.] 

Skill-building:

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


	[Describe what will be seen or how natural supports could resolve the activity]  


	· [Enter the support instructions that relate to this activity] 
	[Enter the frequency for this activity] 

	[Enter a support activity using an action verb; always begin with the person’s name.] 

Skill-building:

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


	[Describe what will be seen or how natural supports could resolve the activity]  


	· [Enter the support instructions that relate to this activity] 
	[Enter the frequency for this activity] 


Outcome changes included in this Plan for Supports revision (additions or deletions): 

	Outcome number:


	Desired outcome:

Outcome formula: 
[Name] [important TO]
	I no longer want/need supports when…
	Start date for additions or end date for deletions: 
	Describe what others need to know and do to support (important FOR):



	[Enter Outcome #]

	[Enter the Desired Outcome statement]
	[Describe what will be seen or how natural supports could resolve the activity]  
	[Enter start or end date]
	[Describe what others need to know or do to support me (important FOR)]

	[Enter Outcome #]

	[Enter the Desired Outcome statement]
	[Describe what will be seen or how natural supports could resolve the activity]  
	[Enter start or end date]
	[Describe what others need to know or do to support me (important FOR)]

	[Enter Outcome #]

	[Enter the Desired Outcome statement]
	[Describe what will be seen or how natural supports could resolve the activity]  
	[Enter start or end date]
	[Describe what others need to know or do to support me (important FOR)]


Signatures:

Individual: _____________________________________________   Date: ________
Substitute Decision Maker: ________________________________________________   Date: ______

Provider:                                                                         Date: ________
Outcome changes approved by Support Coordinator: 


\

General Schedule of Supports
     
Provider: _____________________    Service: ___________________ 

Instructions: The General Schedule of Supports is a general blueprint of activities and supports, based on the person's preferences and routine. The authorized support time allotted to each group of activities is included in the authorized hours and totals sections. The General Schedule of Supports can be developed in various ways, but must include: support activities and outcome numbers, timeframes for activities, as well as authorized totals.

	
	Outcomes
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	morning
	[outcome numbers]
	[from/to]
	[from/to]
	[from/to]
	[from/to]
	[from/to]
	[from/to]
	[from/to]

	
	
	[activities]


	[activities]
	[activities]
	[activities]
	[activities]
	[activities]
	[activities]

	
	Authorized 
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]

	afternoon
	[outcome numbers]
	[from/to]
	[from/to]
	[from/to]
	[from/to]
	[from/to]
	[from/to]
	[from/to]

	
	
	[activities]


	[activities]
	[activities]
	[activities]
	[activities]
	[activities]
	[activities]

	
	Authorized
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]

	evening
	[outcome numbers]

	[from/to]
	[from/to]
	[from/to]
	[from/to]
	[from/to]
	[from/to]
	[from/to]

	
	
	[activities]


	[activities]
	[activities]
	[activities]
	[activities]
	[activities]
	[activities]

	
	Authorized
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]

	overnight
	[outcome numbers]

	[from/to]
	[from/to]
	[from/to]
	[from/to]
	[from/to]
	[from/to]
	[from/to]

	
	
	[activities]


	[activities]
	[activities]
	[activities]
	[activities]
	[activities]
	[activities]

	
	Authorized
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]
	[enter support hours total]

	Authorized Totals
	[Enter daily authorized total]
	[Enter daily authorized total]
	[Enter daily authorized total]
	[Enter daily authorized total]
	[Enter daily authorized total]
	[Enter daily authorized total]
	[Enter daily authorized total]

	Comments:
	

	Authorized hours per week:
	[Enter weekly authorized total]
	Authorized periodic support hours per week:
	[Enter weekly periodic supports authorized total]


Safety Restrictions 

	As your provider, we have identified something you want to do that might create a risk. We need your input to develop a plan that supports you to have what you want in a safe way.  We have determined that this restriction is necessary to achieve a therapeutic benefit, maintain a safe and orderly environment or to intervene in an emergency and that all possible less restrictive options have been tried. [12VAC35-115-100].  

	The following is completed with the individual:

	I understand that I will not: 
	[Enter description of restriction] 

	This is necessary because: 
	[Enter description of the reason for the restriction] 

	The outcomes in my plan related to this restriction include:
	[Enter the outcomes from the person’s ISP related to the restriction] 

	The following is completed by a qualified professional:

	Describe your assessment, to include all possible alternatives to the proposed restriction  that take into account the individual’s medical and mental condition, behavior, preferences, nursing and medication needs, and ability to function independently.
	[Enter assessment results] 

	Describe other less restrictive, positive approaches that have been attempted to meet safety needs based on the person’s medical and mental condition, behavior, preferences, nursing and medication needs, and ability to function independently:
	[Describe other less restrictive, positive approaches attempted] 

	Is this proposed restriction necessary for effective treatment of the individual or to protect him or others from personal harm, injury, or death?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



	Describe how progress toward resolving the restriction(s) will be measured:
	[Describe how progress will be measured] 

	Describe how often restriction(s) will be reviewed:
	[Enter frequency of review] 

	Describe conditions for removal of restriction(s):
	[Describe conditions for removal of restriction] 


I understand that taking the actions listed can create a safety risk. I understand the reason for the restriction, the criteria for removal, and my right to a fair review of whether the restriction is permissible. When utilized, I understand that the proposed restriction will not cause harm and give my consent to participate:

___________________________________________      ________
Individual                                                                           Date

___________________________________________      ________

Substitute Decision Maker                                               Date

                                                                       ________
Responsible provider                                                        Date
STATUS UPDATE
The Status Update form is available for sharing status changes directly with the Support Coordinator and others.

	Information Element
	Update: Describe changes to any of the listed elements in the spaces below for sharing with others. 

	Contact Information


	

	Emergency Contacts/Representation


	

	Psychological/Developmental Evaluation 


	

	Current Level of Functioning Survey


	

	Support Coordination and Provider Contacts


	

	Communication and Sensory Support


	

	Adaptive Equipment, Assistive Technology and Modifications


	

	Health, Medications, Physicals


	

	Summary of Social/Developmental/

Behavioral/Family History


	

	Summary of Employment and Educational Background


	

	Exceptional Support Needs/

Risk Assessment (SIS Section IV)


	

	Ability to Access Services and Supports


	

	Legal, Financial and Advocacy Issues


	

	Back-up, Discharge and/or Self-Sufficiency Plan
	

	Personal Profile/Planning Meeting/Plans for Support
	

	

	


Effective date of change: 
Update completed by (print name): 
Signature: ____________________________________________Date: _____________

























_______________________            _____________


Support Coordinator                                                Date
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