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In addition to developing the Home and Community-based Services (HCS) Person-Directed Plan (PDP), a Diversion Plan is developed by the service coordinator who provides enhanced community coordination after the Texas Department of Aging and Disability Services (DADS) has authorized an HCS diversion slot for the individual.
Section 1
Diversion from:
Section 2
This is what others need to know and do to support this individual in the following areas:
Section 3
Service Planning Team (SPT) Meeting Summaries
Begin each summary of the SPT meeting with the plan date, the name of the service coordinator 
conducting the meeting and a summary of the reason the plan was developed or changed. 
(Always insert the new plan summary above the existing summary.)
Section 4
Service Coordination Plan
The duration of service coordination is throughout the HCS enrollment process. The frequency of service coordination 
List all activities to be coordinated and monitored by the service coordinator during the diversion process.
Section 5 – Identifying the Individual's Needs to Remain in the Community
What supports will the individual need to remain in the community?
Supports
Provide Details
Residential Setting
Level of Supervision
Architectural Modifications
Behavioral Intervention
Mental Health Services, Counseling
Durable Medical Equipment
In-Home Health Services
Day/Vocational Activities
Medical Services
Personal Assistance Activities of Daily Living
Respite In Home/Out of Home
Special Equipment (include Adaptive Aids)
Specialized or Professional Therapies
Transportation (Specialized)
Specialized Training for the Caregiver
Volunteer Advocate/Legal Guardianship
Other
Section 6
1. The individual/legally authorized representative (LAR) has selected
(provider) as
the individual's
HCS
program
provider.
The SPT, which now includes the provider, agrees that the following essential supports are necessary for the individual to remain
in the community. The essential supports must be in place prior to the projected enrollment date of
.
These items will be monitored on Form 1042, Pre-move Site Review.
Essential Supports Related to Health, Safety and Personal Needs 
Responsible Person
Comments
The SPT agrees that the following must be arranged before the effective date of the initial Individual Plan of Care (IPC) for HCS.
Responsible Person
2. The SPT, which now includes the provider, agrees that the following non-essential supports are necessary for the individual to remain in the community. Although non-essential supports should not be a barrier to the individual remaining in the community, they must be in place by the specified due date.
Non-essential Supports
Responsible Person
Due Date
Diversion Plan Disposition
3. Schedule for post-move monitoring using Form 1043, Post-Move Monitoring
Post-Move Monitoring Schedule from Date of NF Discharge
Deadline for Monitoring Visit to be Completed
1-7 calendar days
8-45 calendar days
46-90 calendar days
Section 7 – Community Living Data
Name of Community Provider
Street Address, City, State and ZIP Code
Telephone No. with Area Code
Section 8
The signatures below indicate participation in the development of, and agreement with the information included in, the diversion plan.
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