This information is about:                                                   ID#                 ISP Start:                  End: ______           

Part V. Plan for Supports

	Provider: _________________________


	Outcome  #
	Desired Outcomes
	Describe supports to be provided.
	How often?
	By when?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	To be healthy and safe and receive supports as agreed to in my plan.
	
	
	

	
	
	
	
	

	
	
	
	
	

	Area
	Routine Supports
	N/A
	Describe supports to be provided.
	How often?
	By when?

	Home
	Laundry 

	
	
	
	

	
	Meal preparation and eating

	
	
	
	

	
	Housekeeping


	
	
	
	

	
	Dressing

	
	
	
	

	
	Personal Care 


	
	
	
	

	
	Operating home appliances
	
	
	
	

	Community and Interests
	Transportation


	
	
	
	

	
	Recreation


	
	
	
	

	
	Using public services 


	
	
	
	

	
	Visiting friends and family

	
	
	
	

	
	Shopping


	
	
	
	

	
	Talking with community members
	
	
	
	

	Relationships
	Recreation with others

	
	
	
	

	
	Making and keeping friends


	
	
	
	

	
	Communicating 


	
	
	
	

	
	Using proper social customs

	
	
	
	

	
	Engaging in loving relationships


	
	
	
	

	Work and Alternates 
	Obtaining job accommodations


	
	
	
	

	
	Learning and using job skills


	
	
	
	

	
	Talking with co-workers and supervisors


	
	
	
	

	
	Seeking assistance from an employer


	
	
	
	

	
	Being a volunteer


	
	
	
	

	
	Retirement


	
	
	
	

	Learning
	Learning with others


	
	
	
	

	
	Taking part in decision making


	
	
	
	

	
	Solving problems


	
	
	
	

	
	Using technology for learning 

	
	
	
	

	
	Learning useful abilities (reading signs, counting change, etc.)
	
	
	
	

	
	Learning health and physical education skills

	
	
	
	

	
	Learning self-determination 


	
	
	
	

	
	Learning self-management 


	
	
	
	

	Money
	Saving money


	
	
	
	

	
	Managing money and personal finances


	
	
	
	

	
	Banking/ATM 


	
	
	
	

	
	Making purchases


	
	
	
	

	Health and Safety
	Avoiding health and safety hazards (safety supports)

	
	
	
	

	
	Obtaining health care services


	
	
	
	

	
	Getting emergency services


	
	
	
	

	
	Maintaining a nutritious diet


	
	
	
	

	
	Maintaining physical health and fitness


	
	
	
	

	
	Maintaining emotional well-being


	
	
	
	

	
	Medical/medication supports


	
	
	
	

	
	Having general supports


	
	
	
	

	
	Having periodic supports


	
	
	
	


_______________________________________________    ____________________
Individual                                                                                Date
_______________________________________________    ____________________

Representative                                                                        Date

_______________________________________________    ____________________

Provider                                                                                   Date
Schedule of Supports

Provider: __________________________________

	
	Sun


	Mon
	Tues


	Wed


	Thurs


	Fri
	Sat

	6AM
	
	     
	     
	     
	     
	     
	     

	7AM
	     
	     
	     
	     
	     
	     
	     

	8AM
	     
	     
	     
	     
	     
	     
	     

	9AM
	     
	     
	     
	     
	     
	     
	     

	10AM
	     
	     
	     
	     
	     
	     
	     

	11AM
	     
	     
	     
	     
	     
	     
	     

	12PM
	     
	     
	     
	     
	     
	     
	     

	1PM
	     
	     
	     
	     
	     
	     
	     

	2PM
	     
	     
	     
	     
	     
	     
	     

	3PM
	     
	     
	     
	     
	     
	     
	     

	4PM
	     
	     
	     
	     
	     
	     
	     

	5PM
	     
	     
	     
	     
	     
	     
	     

	6PM
	     
	     
	     
	     
	     
	     
	     

	7PM
	     
	     
	     
	     
	     
	     
	     

	8PM
	     
	     
	     
	     
	     
	     
	     

	9PM
	     
	     
	     
	     
	     
	     
	     

	10PM
	     
	     
	     
	     
	     
	     
	     

	11PM
	     
	     
	     
	     
	     
	     
	     

	12AM
	     
	     
	     
	     
	     
	     
	     

	Overnight
	     
	     
	     
	     
	     
	     
	     

	Total weekly hours:                                                  Total weekly periodic support hours:     


ISP Checklist
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Learning Log

	Learning Log

	Date 


	What did the person do?

(what, where, when, how long?)


	Who was there?

(name of people 

supporting the person, 

friends and 

others)
	What did you learn about what worked well? What did the person like about the activity? What needs to stay the same?


	What did you learn about what didn’t work? What did the person not like about the activity? What needs to be different?



	 
	
	
	
	


Michael Smull, The Learning Community

Person-Centered Review
From: ____________to _______________
Provider: _____________________________ 
Instructions: Answer the following questions to complete the review. Remember to report on all supports that are being provided as agreed to in the ISP. Individual satisfaction with supports and all changes that have occurred in the ISP must also be included.
Describe my progress toward each of my desired outcomes?      
What new information have we learned to add to my profile?      
What good things have happened in my life?      
What struggles or challenges have I experienced?      
What medical/medication changes have occurred? 
The following outcomes and supports need to change to better support me:      
Am I satisfied with my current Individual Support Plan? 
Individual:                                                              Date: _________________
Representative:                                                                                  Date: _________________
Provider:                                                                                           Date: _________________
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