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I. Member and Service Coordinator Information
1. Applicant/Member Name
2. Date of Birth
3. Medicaid No.
4. Social Security No.
5. Service Coordinator Name
6. Service Coordinator Area Code and Telephone No.
7. Service Coordinator Level
8. Medically Dependent Children Program (MDCP) ISP Start Date
9. MDCP ISP End Date
10. ISP Revision Date
II. Medical Information
Diagnoses and Conditions
Medications
Hospitalizations in Last 12 Months
Date
Reason
Plan to Prevent Readmission
Specialists
Provider Name
Provider Type
Frequency of Provider Visits
Provider Contact Information
Medical Referrals
Provider Name
Provider Type
Purpose
Expiration
III. Applicant's/Member's Preferences, Strengths and Unique Considerations
1. Strengths
2. Hobbies and Interests
3. Community-based Activities
4. Goals
a. Developmental Goals
b. Educational Goals
c. Medical Goals
d. Social Goals
e. Service Coordination Goals
f. Other Goals
5. Who does the applicant/member/Legally Authorized Representative (LAR) want to be directly involved in support planning? (This can be anyone, including provider staff.)
Name
Relationship
Preferred method of participation 
Physical Address
Area Code and Telephone No.
Mailing Address
Email Address
Name
Relationship
Preferred method of participation 
Physical Address
Area Code and Telephone No.
Mailing Address
Email Address
Name
Relationship
Preferred method of participation 
Physical Address
Area Code and Telephone No.
Mailing Address
Email Address
6. Permanency/Transition Planning
7. Service Preferences
8. Things Working Well
9. Things that Could Be Working Better/Barriers
10. Family Considerations
11. Current Durable Medical Equipment (DME) and Supplies
Product Type
Replacement Frqequency
Concern/Notes
IV. Service Planning Considerations 
1. Medicaid State Plan Services (include only capitated services)
(a) Service/Item Type and (b) Provider
(c) Rationale
(d) Hours per Week
(e) Begin/End Date
2. MDCP Services (if applicable)
(a) Service/Item Type and (b) Provider
(c) Rationale
(d) Hours per Week
(e) Begin/End Date
3. Health Home (Service coordinator should explain health homes to the member and family before responding):
4. Value-added Services
Service Type
Begin/End Date
Additional Service Details
5. Non-capitated Medicaid Services (including waiver programs)
Waiver Program Name
Service Type
Hours per Week
Begin/End Date
6. Educational Services (School Health and Related Services)
Name
Service Type
Hours per Week
Begin/End Date
7. Non-Medicaid State Program Services
Name of Program
Service Type
Hours per Week
Begin/End Date
8. Informal/Community Supports (include family, community organizations)
Name
Relationship
Service Type
Hours per Week
Begin/End Date
9. Is the applicant/member/LAR interested in additional resources to become more involved in the community?
10. Medicare and Other Payers (include Medicare, VA, TRICARE, private insurance and other payers)
Name
Policy Number
Service Type
Hours per Week
Begin/End Date
V. Authorizations Requested/Needed
Item/Service
Provider
From
To
VI. Complaints and Appeals Log
Type
Submission Method
Date
Actions
Resolution
VII. Completed Assessments 
Screening/Assessment Name/Type
Assessor Name
Date
VIII. Follow-Up Items or Assessment Needs
Item/Screening/Assessment 
Responsible Party
IX. Service Coordinator Follow-up Schedule
Next Scheduled Contact
Method of Contact
Annual Reassessment Due
Additional Comments
X. Signature/Approval
Applicant/Member/LAR Rights 
STAR Kids offers a number of services and provider types from which families may choose. Your signature on this plan is required to document your participation in the development of this ISP. However, your signature on this form in no way affects your right to request a fair hearing if you disagree with this ISP.
You have the right to make a change in the plan of care before the end of the plan year. You can choose to authorize your service coordinator to make such changes on your verbal instruction or you may choose to have any changes you request signed before they are made final. Your choice in no way affects your right to request a fair hearing. You will receive copies of any plan changes made during the ISP period.
Applicant/Member/LAR Attestation
I understand that this plan of care has been developed with consideration to the applicant's/member's health and safety and my signature is required for services to be authorized. I understand that my signature does not affect my right to a fair hearing if I disagree with this plan. I understand that I will be provided with a copy of this ISP and any revisions to it. I also understand that I may make changes in the plan before the end of the ISP period by contacting my service coordinator.
Choose one:
Printed Name - Member/LAR
Signature - Member/LAR
Date
Service Coordinator
This plan was developed in collaboration with the applicant/member and/or LAR(s). I have reviewed the rights and responsibilities with the applicant/member/LAR(s). I also have informed them that they have the right to make changes in the ISP before the end of the period and may do so by contacting me.
Printed Name - Service Coordinator
Signature - Service Coordinator
Date
a. Developmental Goals (continued)
b. Educational Goals (continued)
c. Medical Goals (continued)
d. Social Goals (continued)
e. Service Coordination Goals (continued)
f. Other Goals (continued)
6. Permanency/Transition Planning (continued)
7. Service Preferences (continued)
5. Who does the applicant/member/Legally Authorized Representative (LAR) want to be directly involved in support planning? (This can be anyone, including provider staff.) continued
8. Things Working Well (continued)
9. Things that Could Be Working Better/Barriers (continued)
10. Family Considerations (continued)
10. Service Type Detail (continued)
9. Service Type Detail (continued)
IX. Additional Comments (continued)
Diagnoses and Conditions (continued)
Medications (continued)
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