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Name: 
Section 1
Gender:
Marital Status:
Legal Status:
Is guardianship current?
Section 2
Section 3
Language:
Reads English
Understands English:
Ambulation:
Community/home safety:
Check any that apply:
Check adaptive aids that apply:
Section 4
List the discovery process(es) and participant(s) used to obtain information about the individual.
Describe how information was gathered:
Participant(s):
People in Individual's Life:
List the people who are close to the individual and who know and care about the individual. It will give you an idea of who you might want to talk to later. Include contact information. LAR contact information from Page 1 does not need to be repeated here.
Family
Friends
Community/Other
Section 5 
's Profile
This is what others need to know and do to support me in the following areas:
Section 6
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 7
Individual's Desired Outcomes
List desired outcomes for which the SC will provide referrals and follow-up activities.
Outcome  :
Outcome  :
Outcome  :
Outcome  :
Service Coordination Plan
Service Coordination is provided at least monthly for the duration the individual is residing in a nursing facility (NF) and for six months after enrollment in a community based program. The completed Form 8647, Service Coordination Assessment - Intellectual Disability Services, is in the individual's record.
List all activities to be coordinated or monitored by the SC.
1.     While in NF: Monitor the NF plan of care to determine whether the individual's needs are being met as described in the plan. 
After transition to the community: Monitor the plan of care related to the Medicaid community program for which the individual is enrolled (e.g., for Home and Community-based Services (HCS), the SC will monitor the person directed plan (PDP)).
A copy of the most current plan of care (NF or Medicaid community program) must be attached to this individual service plan (ISP) document and all ongoing treatment and activities discussed at the quarterly and annual SPT meeting. 
.
.
.
.
Specialized Services Provided by the NF to be Monitored by the SC
Identify the specialized service provided by the NF and describe the purpose of the service:
Section 8
Action Plan
Outcome
Pertinent Information
Attach a copy of the provider's strategies that implement this service. The service coordinator must monitor the provision of this service to determine if the individual is making progress toward achieving the outcome(s) stated.
The information for this service was 
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Section 9
's Transition Plan to the Community
For an individual whose Preadmission Screening and Resident Review (PASRR) Evaluation reflects that the individual's needs can be met in an appropriate community setting or who expresses a desire in transitioning to the community, the SPT will meet to create this transition plan. The transition plan is a living document where the phases are not completed all at once, but rather as the SPT progresses through the various phases of the transition plan. The duration of each phase will vary depending on the individual's or LAR's preferences and desires.
Phase I. Education/Exploration of Community Settings/Community Living Options (CLO) 
.
The individual wants to:
.
The individual wants to:
.
The individual wants to:
.
The individual wants to:
.
The individual wants to:
If “Pursue community living” is checked,
Proceed to Phase II.
If “Remain in NF” is checked, what are barriers preventing the individual from living in the community?
Possible resolution to barrier (problem solving): 
Phase I Transition Plan Update:
's Transition Plan to the Community
Phase II. Identifying the Individual's Needs for Community Living
What supports will the individual need to live in the community?
Supports
Provide Details
Identify the community based waiver program that will be requested.
Responsible Party
Projected Date of Request:
Summarize the plan for interviews and/or trial visits with potential providers.
Responsible Party
Projected Date of Completion
Transition Plan Update:
The decision to: 
* If “discontinue” is checked, what are barriers preventing the individual from living in the community?
Possible resolution to barrier (problem solving):
's Transition Plan to the Community
Phase III. Transitioning from Nursing Facility
1. The individual/LAR has selected
(provider) as the individual's community services provider.
The SPT, which now includes the provider, agrees that the following essential supports are necessary for the individual to live in the community.
The essential supports must be in place prior to the projected move date of:
.
*These items will be monitored on the pre-move assessment form.
Essential Supports related to 
Health, Safety and Personal needs
Responsible Person
Comments
The SPT agrees that the following must be arranged before the day of transition:
Responsible Person
Transportation to the community setting for the individual and the individual's personal property. 
Inventory of the individual's personal property that will transition with the individual.
will be sent from the individual's Trust Fund account to
.
Signed physician's orders, including medications, therapies, DMEs, etc.
day supply of medications to accompany the individual on day of move.
day supply of nutritional and dietary products prescribed by a physician.
day supply of medical/supplies (e.g. incontinent supplies, tube feeding supplies, glucometer, colostomy/urostomy supplies, etc.).
Adaptive/assistive/protective equipment that will accompany the individual (e.g. helmet, walker, wheelchair, communication device)
Copy of any information in the individual's medical record as determined necessary by the SPT.	
Other:
2. The SPT, which now includes the provider, agrees that the following non-essential supports are necessary for the individual to live in the community. Although non-essential supports should not be a barrier to the individual's move into the community, they must be in place by the specified due date.
Non-essential Supports
Responsible Person
Due Date
3. Service Coordination Schedule for 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 10
4. Community Living Data
Section 11
The signatures below indicate participation in the development of, and agreement with the information included in, the transition plan.
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	Zip code of Individual's street address: 
	Individual's telephone number with area code: 
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	Individual's marital status option 4 of 4. Widowed: 0
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	SPT Meeting summary 1 of 4. Meeting Plan date: 
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	Individual's desired outcomes. Line 1: 
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	BB: 2
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	CC: 3
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	DD: 4
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	Community Living Options, C L O, was completed on this date. Line 1 of 5: 
	Line 5 of 5. After C L O was completed Individual decided to remain in Nursing Facility, NF: 
	Line 5 of 5. After C L O was completed Individual decided to pursue community living: 
	Community Living Options, C L O, was completed on this date. Line 2 of 5: 
	Community Living Options, C L O, was completed on this date. Line 3 of 5: 
	Community Living Options, C L O, was completed on this date. Line 4 of 5: 
	Community Living Options, C L O, was completed on this date. Line 5 of 5: 
	Possible resolution to barrier preventing the individual from living in the community. Line 1 of 3: 
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	If “Remain in NF” is checked, list of barriers preventing the individual from living in the community. Line 4 of 3: 
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	Transition Plan Update Summary: 
	Phase 2 Transition Plan Date: 
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	Details of the Individual's need for Behavioral Intervention to live in the community: 
	Details of the Individual's need for Mental Health Services, Counseling to live in the community: 
	Details of the Individual's need for Durable Medical Equipment to live in the community: 
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	Details of the Individual's need for Day or Vocational Activities to live in the community: 
	Details of the Individual's need for Medical Services to live in the community: 
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	Remove last line from non-essential supports: 
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	Day Program or Work Area Code and Telephone: 
	Due date for completing arrangement of the non-essential support. Line 4: 
	Individu: 
	Phase 3 Transition Plan Date: 
	The provider selected by the Individual for community placement: 
	Projected move date: 
	Essential Supports related to Health, Safety and Personal needs. Line 1: 
	Person responsible for Health, Safety and Personal needs. Line 1: 
	Comments regarding Health, Safety and Personal needs. Line 1: 
	Health, Safety and Personal needs. Line 2: 
	Person responsible for Health, Safety and Personal needs. Line 2: 
	Comments regarding Health, Safety and Personal needs. Line 2: 
	Health, Safety and Personal needs. Line 3: 
	Person responsible for Health, Safety and Personal needs. Line 3: 
	Comments regarding Health, Safety and Personal needs. Line 3: 
	Health, Safety and Personal needs. Line 4: 
	Person responsible for Health, Safety and Personal needs. Line 4: 
	Comments regarding Health, Safety and Personal needs. Line 4: 
	Health, Safety and Personal needs. Line 5: 
	Person responsible for Health, Safety and Personal needs. Line 5: 
	Comments regarding Health, Safety and Personal needs. Line 5: 
	Add a new line to Health, Safety and Personal needs: 
	Remove last line from Health, Safety and Personal needs: 
	Person responsible for other arrangement, not already listed, SPT agrees to prior to Individual's day of transition: 
	Other arrangement, not already listed, SPT agrees to prior to Individual's day of transition: $
	Number of days supply of medical or nursing needs the SPT agrees must be arranged for the Individual prior to the day of transition: 
	Add new line to non-essential supports: 
	Days1: 7
	Date of 7 calendar days, from projected transition date, for monitoring visit to be completed: 
	Days2: 45
	Date of 45 calendar days, from projected transition date, for monitoring visit to be completed: 
	Days3: 90
	Date of 90 calendar days, from projected transition date, for monitoring visit to be completed: 
	Individual's CARE identification number: 
	Community Physician Name: 
	Community Physician Address, City, State, ZIP Code: 
	Community Physician Area Code and Telephone: 
	Hospital name: 
	Hospital Address, City, State, ZIP Code: 
	Hospital Area Code and Telephone: 
	Local Authority, L A, name: 
	Local Authority, L A, Address, City, State, ZIP Code: 
	Local Authority, L A, Area Code and Telephone: 
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	Community Provider Name: 
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	Community Provider Area Code and Telephone: 
	Service Coordinator/Case Manager or Qualified Intellectual Disability Professional for ICF and IID Name: 
	Qualified Intellectual Disability Professional for ICF and IID Address, City, State, ZIP Code: 
	Qualified Intellectual Disability Professional for ICF and IID Area Code and Telephone: 
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	Community RN and LVN Address, City, State, ZIP Code: 
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