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I. General Information
Program:    DBMD Waiver
Individual Plan of Care (IPC) Effective Period:
to
Employment Status:
Education Level:
II. Service Planning Team (SPT) Members Present
III. Individual's Profile
IV. Important People in the Individual's Life
'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.
Family  
Friends  
School/Work/Other  
Community/Other  
Name:	
Relationship:
Telephone No.:
Address:
City, State, ZIP:
Email:
Important because:
Name:	
Relationship:
Telephone No.:
Address:
City, State, ZIP:
Email:
Important because:
Name:	
Relationship:
Telephone No.:
Address:
City, State, ZIP:
Email:
Important because:
Name:	
Relationship:
Telephone No.:
Address:
City, State, ZIP:
Email:
Important because:
V. Financial Resources
VI. Emergency Contact(s)
VII. Diagnoses
Diagnoses	
Diagnostic Codes
Source	
Date of Onset
●
●
●
●
●
VIII. Legal Status
Type of Individual's other Legal Status
A current copy of guardianship papers are on file:
IX. Freedom of Choice
The Freedom of Choice form was reviewed and signed by the individual/LAR.
The alternatives to the DBMD Waiver were discussed to include:
Institutionalization in an Intermediate Care Facility for Individuals with an Intellectual Disability or Related Conditions (ICF/IID), Nursing Home or State Supported Living Center (formerly State School);
Other available Medicaid Waiver Programs [Home and Community-based Services (HCS), Community Based Alternatives (CBA), Community Living Assistance and Support Services (CLASS), Medically Dependent Children Program (MDCP)];
A Documentation of Provider Choice form was provided to the individual/LAR. The individual/LAR requests DBMD services through
.
X. Consumer Directed Services (CDS)
The CDS option was discussed and the individual/LAR:
XI. Individual's Rights
Individual/LAR received a copy of the Consumer Bill of Rights booklet and had an opportunity to discuss these rights during the SPT.
XII. Communication
Individual communicates:
Does the individual use behaviors to communicate?
XIII. Behaviors
Is there a behavioral support plan in place?  
XIV. Living Arrangement
Individual resides in the following setting:
Is this the individual's preferred living arrangement?
XV. Activities of Daily Living/Instrumental Activities of Daily Living
Functional Abilities: Activities of Daily Living (Mark Independent, Needs Assistance or Dependent for each activity listed).
Activity  
Independent
Needs Assistance
Dependent
Habilitation Training
Comments
Grooming/General Hygiene  
Bathing  
Toileting/Toileting Hygiene  
Dressing  
Shopping  
Meal Preparation  
Eating/Feeding  
Exercise  
Transfer/Ambulation  
Cleaning  
Laundry  
Transportation/Community Access  
Health Related Tasks					  
Manage Medication  
Access Emergency Response Services  
Other:
Habilitation Activities
Activity  
Habilitation Needed
Comments
Money management
Interpersonal communication
Self-care
Community integration
Reduction of maladaptive behaviors
Personal hygiene
Use of adaptive equipment
Accessing leisure time
Household tasks  
Self-advocacy
Socialization/development of relationships
Mobility
Personal decision making
Accessing community resources
Use of augmentative communication devices
Other:
XVI. School Schedule
Activities
School Schedule. Name of Activities
Sun.
School Schedule. Sunday
Mon.
School Schedule. Monday
Tues.
School Schedule. Tuesday
Wed.
School Schedule. Wednesday
Thurs.
School Schedule. Thursday
Fri.
School Schedule. Friday
Sat.
School Schedule. Saturday
Total Hours
School Schedule. Total Hours
Total Hours:
XVII. Personal Care Services
Activities
Personal Care Services. Name of Activities
Sun.
Personal Care Services. Sunday
Mon.
Personal Care Services. Monday
Tues.
Personal Care Services. Tuesday
Wed.
Personal Care Services. Wednesday
Thurs.
Personal Care Services. Thursday
Fri.
Personal Care Services. Friday
Sat.
Personal Care Services. Saturday
Total Hours
Personal Care Services. Total Hours
Total Hours:
XVIII. Orientation and Mobility
● Access home:
 If furniture is moved within the home, does the individual need to be re-orientated?
 Are there landmarks to assist the individual within the home?
 If yes, are those landmarks: 
● Access community:
 Can the individual safely move within their neighborhood or immediate community?
 Can the individual safely access public transportation?
 Are there any significant changes to the individual's environment?
If yes,  describe below.
XIX. Community First Choice Services     
CFC PAS/HAB (Svc Code 10 CFC) 
This service cannot be provided for an individual who is receiving Service Codes 19, 19E or 19F.
Total units:
units utilized during the last IPC year.
Services to be provided by:
(Name/Title)
hours/week
X
weeks
=
annual units (schedule 1)
hours/week
X
weeks
=
units (second schedule)
Is this service being provided through the CDS option?
Is this service critical to health and safety? 
Justification for the units:
CFC PAS/HAB Schedules
Schedule 1 (The schedule should reflect the total from the weekly hours requested on the plan.)
Activities
Sun.
Mon.
Tues.
Wed.
Thurs.
Fri.
Sat.
Total Hours
Total Hours:
Schedule 2 (The schedule should reflect the total from the weekly hours requested on the plan.)
Activities
Sun.
Mon.
Tues.
Wed.
Thurs.
Fri.
Sat.
Total Hours
Total Hours:
CFC Support Management     
Would the individual like to receive support management?
CFC Financial Management Services (FMS)   
Total units:
(this total must match the total that is on the IPC)
Services to be provided by:
(Name/Title)
CFC Support Consultation
Total units:
(this total must match the total that is on the IPC)
Services to be provided by:
(Name/Title)
Justification for the units:
What would the individual like to gain form this service?
CFC Emergency Response Service
Total units:
(this total must match the total that is on the IPC)
Services to be provided by:
(Name/Title)
Justification for the units:
What would the individual like to gain form this service?
XX. Justification for DBMD Services     
A. Case Management (Service Code 12)
Total units:
(this total must match the total that is on the IPC)
Services to be provided by:
(Name/Title)
units utilized during the last IPC year.
Justification for the units (a breakdown of the units should be provided):
B. In-Home Respite (Service Code 11)
This service cannot be requested for an individual who is receiving Service Codes 19, 19E or 19F.
Total units:
(service limit is 30 units between in-home and out-of-home respite per plan year).
units utilized during the last IPC year.
Services to be provided by:
(Name/Title)
Additional staff providing services:
(Name/Title)
Is this service being provided through the CDS option?
Non-waiver resources attempted: 
C. Out-of-Home Respite (Service Code 11A)
This service cannot be requested for an individual who is receiving Service Codes 19, 19E or 19F.
Total units:
(service limit is 30 units between in-home and out-of-home respite per plan year).
units utilized during the last IPC year.
Services to be provided by:
(Name/Title)
Additional staff providing services:
(Name/Title)
Services will be provided at:
Is this service being provided through the CDS option?
D. Residential Habilitation (Service Code 17)
This service cannot be requested for an individual who is receiving Service Codes 19, 19E or 19F.
Total units:
units utilized during the last IPC year.
Services to be provided by:
(Name/Title)
hours/week
X
weeks
=
annual units (schedule 1)
hours/week
X
weeks
=
units (second schedule)
Is this service being provided through the CDS option?
Is this service critical to health and safety? 
Justification for units:
Residential Habilitation Schedule 1
(The schedule should reflect the total from the weekly hours requested on the plan.)
Residential Habilitation Staff Name
Sun.
Mon.
Tues.
Wed.
Thurs.
Fri.
Sat.
Total Hours
Total Hours:
Residential Habilitation Schedule 2 
(Second schedule)
Residential Habilitation Staff Name
Sun.
Mon.
Tues.
Wed.
Thurs.
Fri.
Sat.
Total Hours
Total Hours:
E. Skilled Nursing Services
Total RN units:
Services to be provided by:
(Name/Title)
RN units utilized during the last IPC year
Is this service critical to health and safety? 
Total LVN units:
Services to be provided by:
(Name/Title)
LVN units utilized during the last IPC year
Is this service critical to health and safety? 
Justification for RN units of nursing (as requested on the nursing assessment):
Justification for LVN units of nursing (as requested on the nursing assessment):
F. Specialized Nursing
If specialized nursing services are requested on the IPC, Form 3627, Specialized Nursing Certification, must be completed.
Total RN units:
Services to be provided by:
(Name/Title)
RN units utilized during the last IPC year
Is this service critical to health and safety? 
Total LVN units:
Services to be provided by:
(Name/Title)
LVN units utilized during the last IPC year
Is this service critical to health and safety? 
Does the individual use a ventilator at least 6 hours per day or require tracheostomy care at least once per day? 
(if no, the individual does not qualify for specialized nursing)
Has DADS authorized the Specialized Nursing Certification form? 
Justification for specialized RN units of nursing (as requested on the nursing assessment):
Justification for specialized LVN units of nursing (as requested on the nursing assessment):
G. Day Habilitation (Service Code 10)
Total units:
Services to be provided by:
(Name/Title)
units utilized during the last IPC year.
hours/week
X
weeks
=
annual units
Staff to individual ratio:
Justification for units:
Day Habilitation Schedule
(The schedule should reflect the total from the weekly hours requested on the plan.) *The schedule should not overlap with residential habilitation or CFC PAS/HAB.
Day Habilitation Staff Name/Title
Sun.
Mon.
Tues.
Wed.
Thurs.
Fri.
Sat.
Total Hours
Total Hours:
H. Minor Home Modifications (MHM) (Service Code 16)
This service cannot be requested for an individual who is receiving Service Codes 19, 19E or 19F.
Form 6507, Rationale for Adaptive Aids, Medical Supplies, and Minor Home Modifications, must be submitted with all MHM requests.
MHM total amount:
$
Requisition fee
$
Services to be provided by:
(Name/Title)
Professional recommending MHM:
(Name/Title)
List of MHM requested:
(lifetime cap $10,000)
I. Chore Services (Service Code 17E)
This service cannot be requested for an individual who is receiving Service Codes 19, 19E or 19F.
Total units:
Services to be provided by:
(Name/Title)
units utilized during the last IPC year.
Non-waiver resources attempted:
Chore Service Schedule
Chore Service Provider Name
Sun.
Mon.
Tues.
Wed.
Thurs.
Fri.
Sat.
Total Hours
Total Hours:
J. Adaptive Aids/Medical Supplies (Service Code 15)
Form 6507, Rationale for Adaptive Aids, Medical Supplies, and Minor Home Modifications, must be submitted with all adaptive aid/medical supplies requests.
(not to exceed $10,000 per service plan year)
List of adaptive aids/medical supplies requested:
Are any of the requested items available through Medicaid:
Has a denial letter from Medicaid been received (if applicable)?
(f yes attach to this IPP as an addendum) 
K. Dental Services (Service Code 5A)
Form 6504, Prior Authorization for Dental Services, must be attached unless services are being requested for an initial evaluation under $200.
(not to exceed $2,500 per plan year)
Services to be provided by:
(Name/Title)
Is the individual under 21 years old?
L. Dental Sedation (Service Code 5B)
Form 6504, Prior Authorization for Dental Services, must be attached.
(not to exceed $2,000 per plan year)
Services to be provided by:
(Name/Title)
Is the individual under 21 years old?
M. Assisted Living
N. Physical Therapy Services (Service Code 6)
Services to be provided by:
(Name/Title)
(Name/Title)
(Name/Title)
Physical Therapy Schedule        
Therapist Name/Title
Physical Therapy. Therapist Name
Sun.
Physical Therapy. Sunday
Mon.
Physical Therapy. Monday
Tues.
Physical Therapy. Tuesday
Wed.
Physical Therapy. Wednesday
Thurs.
Physical Therapy. Thursday
Fri.
Physical Therapy. Friday
Sat.
Physical Therapy. Saturday
Total Hours
Physical Therapy. Total Hours
Total Hours:
O. Occupational Therapy Services (Service Code 7)
Services to be provided by:
(Name/Title)
(Name/Title)
(Name/Title)
Non-waiver resources attempted:
Occupational Therapy Schedule
Therapist Name/Title
Occupational Therapy Schedule. Therapist Name
Sun.
Occupational Therapy Schedule. Sunday
Mon.
Occupational Therapy Schedule. Monday
Tues.
Occupational Therapy Schedule. Tuesday
Wed.
Occupational Therapy Schedule. Wednesday
Thurs.
Occupational Therapy Schedule. Thursday
Fri.
Occupational Therapy Schedule. Friday
Sat.
Occupational Therapy Schedule. Saturday
Total Hours
Occupational Therapy Schedule. Total Hours
Total Hours:
P. Speech, Hearing and Language (Service Code 9)
Services to be provided by:
(Name/Title)
(Name/Title)
(Name/Title)
Non-waiver resources attempted:
Speech, Hearing and Language Therapy Schedule            
Therapist Name/Title
Occupational Therapy Schedule. Therapist Name
Sun.
Occupational Therapy Schedule. Sunday
Mon.
Occupational Therapy Schedule. Monday
Tues.
Occupational Therapy Schedule. Tuesday
Wed.
Occupational Therapy Schedule. Wednesday
Thurs.
Occupational Therapy Schedule. Thursday
Fri.
Occupational Therapy Schedule. Friday
Sat.
Occupational Therapy Schedule. Saturday
Total Hours
Occupational Therapy Schedule. Total Hours
Total Hours:
Q. Audiology (Service Code 35)
Services to be provided by:
(Name/Title)
(Name/Title)
(Name/Title)
Audiology Therapy Schedule            
Therapist Name
Occupational Therapy Schedule. Therapist Name
Sun.
Occupational Therapy Schedule. Sunday
Mon.
Occupational Therapy Schedule. Monday
Tues.
Occupational Therapy Schedule. Tuesday
Wed.
Occupational Therapy Schedule. Wednesday
Thurs.
Occupational Therapy Schedule. Thursday
Fri.
Occupational Therapy Schedule. Friday
Sat.
Occupational Therapy Schedule. Saturday
Total Hours
Occupational Therapy Schedule. Total Hours
Total Hours:
R. Dietary Services (Service Code 34)
Services to be provided by:
(Name/Title)
(Name/Title)
(Name/Title)
Dietary Services Schedule 
Dietician Name
Occupational Therapy Schedule. Therapist Name
Sun.
Occupational Therapy Schedule. Sunday
Mon.
Occupational Therapy Schedule. Monday
Tues.
Occupational Therapy Schedule. Tuesday
Wed.
Occupational Therapy Schedule. Wednesday
Thurs.
Occupational Therapy Schedule. Thursday
Fri.
Occupational Therapy Schedule. Friday
Sat.
Occupational Therapy Schedule. Saturday
Total Hours
Occupational Therapy Schedule. Total Hours
Total Hours:
S. Employment Assistance (Service Code 54)
Services to be provided by:
(Name/Title)
Is this service being provided through the CDS option?
Employment Assistance Service Schedule (if applicable)      
Employment Assistance Service Provider Name
Employment Assistance Service Schedule. Provider Name
Sun.
Employment Assistance Service Schedule. Sunday
Mon.
Employment Assistance Service Schedule. Monday
Tues.
Employment Assistance Service Schedule. Tuesday
Wed.
Employment Assistance Service Schedule. Wednesday
Thurs.
Employment Assistance Service Schedule. Thursday
Fri.
Employment Assistance Service Schedule. Friday
Sat.
Employment Assistance Service Schedule. Saturday
Total Hours
Employment Assistance Service Schedule. Total Hours
Total Hours:
T. Supported Employment (Service Code 37)
Services to be provided by:
(Name/Title)
Is this service being provided through the CDS option?
Supported Employment Schedule (if applicable)        
Supported Employment Service Provider Name
Supported Employment Schedule. Provider Name
Sun.
Supported Employment Schedule. Sunday
Mon.
Supported Employment Schedule. Monday
Tues.
Supported Employment Schedule. Tuesday
Wed.
Supported Employment Schedule. Wednesday
Thurs.
Supported Employment Schedule. Thursday
Fri.
Supported Employment Schedule. Friday
Sat.
Supported Employment Schedule. Saturday
Total Hours
Supported Employment Schedule. total Hours
Total Hours:
U. Behavioral Support Services (Service Code 43A)
Services to be provided by:
(Name/Title)
units utilized during the last IPC year.
Date of assessment:
Does the individual have a behavioral support plan in place?
Behavioral Support Schedule (if applicable)          
Behavioral Support  Service Provider Name
Supported Employment Schedule. Provider Name
Sun.
Supported Employment Schedule. Sunday
Mon.
Supported Employment Schedule. Monday
Tues.
Supported Employment Schedule. Tuesday
Wed.
Supported Employment Schedule. Wednesday
Thurs.
Supported Employment Schedule. Thursday
Fri.
Supported Employment Schedule. Friday
Sat.
Supported Employment Schedule. Saturday
Total Hours
Supported Employment Schedule. total Hours
Total Hours:
V. Orientation and Mobility Services (Service Code 44)
Services to be provided by:
(Name/Title)
W. Intervener Services (Service Codes 45, 45A, 45B, 45C, 45V, 45AV, 45BV, 45CV)
units utilized during the last IPC year.
Services to be provided by:
(Name/Title)
Base
hours/weeks
X
weeks
=
annual units
CDS?
units utilized during the last IPC year.
Services to be provided by:
(Name/Title)
Level I
hours/weeks
X
weeks
=
annual units
CDS?
units utilized during the last IPC year.
Services to be provided by:
(Name/Title)
Level II
hours/weeks
X
weeks
=
annual units
CDS?
units utilized during the last IPC year.
Services to be provided by:
(Name/Title)
Level III
hours/weeks
X
weeks
=
annual units
CDS?
Intervener Schedule 
Intervener Name
Intervener Schedule. Intervener Name
Sun.
Intervener Schedule. Sunday
Mon.
Intervener Schedule. Monday
Tues.
Intervener Schedule. Tuesday
Wed.
Intervener Schedule. Wednesday
Thurs.
Intervener Schedule. Thursday
Fri.
Intervener Schedule. Friday
Sat.
Intervener Schedule. Saturday
Total Hours
Intervener Schedule. Total Hours
Total Hours:
X. Transportation-Residential Habilitation (Service Code 48, 48V)
Services to be provided by:
(Name/Title)
Is this service being provided through the CDS option?
Transportation-Residential Habilitation (if applicable)       
Transportation Service Provider Name
Supported Employment Schedule. Provider Name
Sun.
Supported Employment Schedule. Sunday
Mon.
Supported Employment Schedule. Monday
Tues.
Supported Employment Schedule. Tuesday
Wed.
Supported Employment Schedule. Wednesday
Thurs.
Supported Employment Schedule. Thursday
Fri.
Supported Employment Schedule. Friday
Sat.
Supported Employment Schedule. Saturday
Total Hours
Supported Employment Schedule. total Hours
Total Hours:
Y. CDS Services (if applicable)
Financial Management Services (FMS)
Services to be provided by:
(Name/Title)
Support Consultation
Services to be provided by:
(Name/Title)
XXI. DBMD Outcomes (An outcome in each area is required for Intervener, Residential Habilitation, Day Habilitation and Assisted Living Services, and CFC PAS/HAB.)
Communication Outcomes:
Choice Outcomes:
Active Participation Outcomes:
Access to the Community Goals:
Orientation and Mobility Outcomes:
Other Outcomes:
XXII. Goals
Goals in observable and measurable terms (based on what the individual would like to gain from each service):
Time Frame
Person responsible
XXIII. Protective Devices
Is there a need for use of a protective device (PD)? 
(if yes, answer questions below)
Is there a written service plan for the PD that was developed by the SPT and signed by a physician as described in Texas Administrative Code 
§42.408 Protective Devices (Required).
Could a less restrictive method be effective? 
The SPT reviewed and approves the PD service plan
XXIV. Restraints
Restraints (residential settings only):
Has a physician authorized the use of restraint(s)? 
(if yes, answer questions below)
Could a less restrictive method be effective?
XXV. Non-waiver Resources
XXVI. Case Manager Contact Information
has been informed that the case manager is
and can be reached at
.
The after hours number is
.
XXVII. Review of Individual's Records and Consents
The following information was reviewed with the SPT members to include the individual and LAR: 
individual/LAR.
A copy is also maintained in the individual's file.
XXVIII. Review of Individual's Records and Consents
The team reviewed the following assessments:
(valid for 5 years or if changes are necessary)
Signatures of the SPT
, copies of the following documents were provided the individual/LAR:
Deaf Blind with Multiple Disabilities (DBMD)
Individual Program Plan Revision Addendum 
I. General Information
Program:    DBMD Waiver
Individual Plan of Care (IPC) Effective Period:
to
II. Service Planning Team (SPT) Members Present
III. Justification for DBMD Service(s)
Service Type:
Total units on revised IPC:
Services to be provided by:
(Name/Title)
(Name/Title)
Units on current IPC:
Current IPC:
hours/week
X
weeks
=
units
Revised IPC:
hours/week
X
weeks
=
units
Is this service being provided through the Consumer Directed Services option?
Is this service critical to health and safety?
Does the individual have a behavioral support plan in place?
Justification (from appropriate professional as applicable/breakdown of hours requested):
IV. Outcomes
Communication:
Choice:
Active Participation:
Community Access:
Orientation and Mobility/Safety:
Other:
V. Goals
Goals in observable and measurable terms (based on what the individual would like to gain from each service):
Time Frame
Person responsible
VI. Important Schedules (i.e., added services, currently approved services, therapy, school, personal care services, CFC, etc.)
Service Type
Sun.
Mon.
Tues.
Wed.
Thurs.
Fri.
Sat.
Total Weekly Hours
Additional Information:
Signatures of the SPT
, copies of the following documents were provided the individual/LAR:
10.0.2.20120224.1.869952.867557
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Forms and Handbooks
DBMD Individual Program Plan
	CurrentPageNumber: 
	Name of Individual, present at Service Planning Team, SPT: 
	ProgramProvider: 
	Date of Individual's enrollment in Deaf Blind with Multiple Disabilities, DBMD, Waiver Program: 
	Date of DBMD Waiver Team meeting regarding Individual: 
	Individual's date of birth: 
	Individual's social security number: 
	Individual Plan of Care, I P C, effective period. From this date : 
	Individual Plan of Care, I P C, effective period. To this date: 
	Individual's Medicaid number: 
	Individual's Medicare number: 
	Individual's employment status is employed: 
	Individual's employment status is retired: 
	Individual's level of education is Less than high school, H S: 
	Individual's level of education is H S diploma or equivalence: 
	Individual's level of education is Some College: 
	Individual's level of education is College degree: 
	Individual's level of education is Masters or higher: 
	Specify other setting individual resides: 
	2 of 2. Full Name of other member present at Service Planning Team, SPT. : 
	Signature of Case Manager: 
	Signature of L A R: 
	Signature of Program Director: 
	Signature of Service Provider: 
	Full Name of Individual's nurse, present at Service Planning Team, SPT: 
	Revised IPC, date of assessment: 
	Insert photo of individual electronically or attach hard copy - this is an optional section: 
	Yes. A less restrictive method of restraint could be effective: 
	What people like and admire about the individual: 
	What is important to the individual: 
	What others need to know and do to support the individual: 
	Description of what the people that support the individual are like: 
	How the individual spends the day: 
	Services that the individual is currently receiving: 
	Community or other person important in the Individual's life. 1 of 2. Person's name: 
	Community or other person important in the Individual's life. 1 of 2. Relationship to Individual: 
	Community or other person important in the Individual's life. 1 of 2. Person's telephone number with area code: 
	Community or other person important in the Individual's life. 1 of 2. Person's address: 
	Community or other person important in the Individual's life. 1 of 2. Person's city, state and Zip code: 
	Family members that are important in the Individual's life. Family members email address: 
	Community or other person important in the Individual's life. 1 of 2. Description of why this person is important to individual.: 
	School, work or other person important in the Individual's life. Relationship to Individual: 
	Community or other person important in the Individual's life. 1 of 2. Person's email address: 
	Friends that are important in the Individual's life. Description of why this friend is important to individual.: 
	Remove most recent schedule line: 
	Add a new schedule line: 
	Individual's source of income: 
	Monthly amount received from Individual's source of income: 
	Individual has a trust fund account: 
	Amount of money in Individual's savings or trust fund account: 
	Monthly amount received by Individual from Other financial resources: 
	Individual's monthly payment for room and board, Assisted Living Facility, A L F, only: 
	Revised IPC, date of assessment is not applicable to this individual: 0
	Full name of Individual's representative payee for room and board: 
	Representative Payee not applicable: 
	Description of the individual's money management skills: 
	Full name of Individual's first emergency contact: 
	Relationship of first emergency contact to Individual: 
	Full address for Individual's first emergency contact: 
	Area code and telephone number for Individual's first emergency contact: 
	Alternate telephone number with area code for Individual's first emergency contact: 
	Email address for Individual's first emergency contact: 
	Full name of Individual's second emergency contact: 
	Relationship of second emergency contact to Individual: 
	Full address for Individual's second emergency contact: 
	Area code and telephone number for Individual's second emergency contact: 
	Alternate telephone number with area code for Individual's second emergency contact: 
	Email address for Individual's second emergency contact: 
	Line 5 of 5.  Individual's Diagnoses: 
	Line 5 of 5. Individual's Diagnostic Code for Diagnoses.: 
	Line 5 of 5. Source of Individual's Diagnoses.: 
	Line 5 of 5. Onset date of Individual's diagnoses. End of Line 5: 
	Individual is an adult with L A R: 
	Individual is an adult with no L A R: 
	Individual's legal status is other than listed in this section: 
	Full name of adult Individual's L A R: 
	Type of Individual's other Legal Status: 
	Yes. Transportation-Residential Habilitation is a service being provided through the CDS option: 
	No. Transportation-Residential Habilitation is not a service being provided through the CDS option: 
	Explanation of why there are no guardianship papers on file for the Individual: 
	The alternatives to the DBMD Waiver were discussed with the Individual or L A R and include Institutionalization in an Intermediate Care Facility for Individuals with an Intellectual Disability or Related Conditions (ICF/IID), Nursing Home or State Supported Living Center (formerly State School): 0
	The alternatives to the DBMD Waiver were discussed with the Individual or L A R and include Other available Medicaid Waiver Programs [Home and Community-based Services (HCS), Community Based Alternatives (CBA), Community Living Assistance and Support Services (CLASS), Medically Dependent Children Program (MDCP);: 0
	The alternatives to the DBMD Waiver were discussed with the Individual or L A R and include A Documentation of Provider Choice form : 0
	Name of resource that the Individual or L A R requests DBMD services through: 
	Transportation-Residential Habilitation Schedule, overall total hours: 
	Support Consultation, justification of units requested: 
	Individual communicates by using gestures: 0
	Individual communicates by using pictures: 0
	Individual communicates by using a calendar: 0
	Individual communicates by using sign language: 0
	Individual communicates by using verbal communication: 0
	Individual communicates by using another method not indicated on this form: 0
	description of other type of communication used by the Individual: 
	Details of behaviors used by the individual to communicate: 
	Methods used by the staff to communicate with the Individual: 
	List of assistance in place for the individual's effective communication: 
	Additional information regarding the Individual's living arrangement: 
	List of documents provided to the Individual or L A R. Line 1 of 6.: 
	List of documents provided to the Individual or L A R. Line 2 of 6.: 
	List of documents provided to the Individual or L A R. Line 4 of 6.: 
	List of documents provided to the Individual or L A R. Line 5 of 6.: 
	Individual resides in Assisted Living Facility (A L F) 4-6 bed: 
	Individual resides in Licensed Home Health Assisted Living (3 or less): 
	Individual resides in Own home or family home: 
	Individual resides in other setting, not listed on form.: 
	If No, explanation the individual’s preferred living arrangement : 
	Is this the individual's preferred living arrangement?: 
	List what the individual does not like about this living arrangement: 
	Revised IPC, hours of scheduled services. 5 of 6. Tuesday: 
	Revised IPC, hours of scheduled services. 5 of 6. Monday: 
	Revised IPC, hours of scheduled services. 5 of 6. Sunday: 
	Revised IPC, hours of scheduled services. 5 of 6. Wednesday: 
	1 of 16. Individual needs habilitation for the activity involving money management: 0
	1 of 16. Comments regarding activity requiring habilitation: 
	2 of 16. Individual needs habilitation for the activity involving Interpersonal communication: 0
	2 of 16. Comments regarding activity requiring habilitation: 
	3 of 16. Individual needs habilitation for the activity self-care: 0
	3 of 16. Comments regarding activity requiring habilitation: 
	4 of 16. Individual needs habilitation for the activity involving Community integration: 0
	4 of 16. Comments regarding activity requiring habilitation: 
	5 of 16. Individual needs habilitation for the activity involving Reduction of maladaptive behaviors: 0
	5 of 16. Comments regarding activity requiring habilitation: 
	6 of 16. Individual needs habilitation for the activity involving Personal hygiene: 0
	6 of 16. Comments regarding activity requiring habilitation: 
	7 of 16. Individual needs habilitation for the activity involving Use of adaptive equipment: 0
	7 of 16. Comments regarding activity requiring habilitation: 
	8 of 16. Individual needs habilitation for the activity involving Accessing leisure time: 0
	8 of 16. Comments regarding activity requiring habilitation: 
	9 of 16. Individual needs habilitation for the activity involving Household tasks  : 0
	9 of 16. Comments regarding activity requiring habilitation: 
	10 of 16. Individual needs habilitation for the activity involving Self-advocacy: 0
	10 of 16. Comments regarding activity requiring habilitation: 
	11 of 16. Individual needs habilitation for the activity involving Socialization and development of relationships: 0
	11 of 16. Comments regarding activity requiring habilitation: 
	12 of 16. Individual needs habilitation for the activity involving Mobility: 0
	12 of 16. Comments regarding activity requiring habilitation: 
	Skilled Nursing Services, includes a Registered Nurse, RN, Service Code 13 B: 0
	13 of 16. Comments regarding activity requiring habilitation: 
	14 of 16. Individual needs habilitation for the activity involving Accessing community resources: 0
	14 of 16. Comments regarding activity requiring habilitation: 
	15 of 16. Individual needs habilitation for the activity involving Use of augmentative communication devices: 0
	15 of 16. Comments regarding activity requiring habilitation: 
	16 of 16. Describe other activity, not listed, needing habilitation: 
	16 of 16. Individual needs habilitation for the activity involving other activity, not listed: 0
	16 of 16. Comments regarding activity requiring habilitation: 
	Not applicable. Individual is not in school and therefore does not have a school schedule: 0
	Revised IPC, scheduled service type. 5 of 6.: 
	Revised IPC, hours of scheduled services. 5 of 6. Thursday: 
	Revised IPC, hours of scheduled services. 5 of 6. Friday: 
	Revised IPC, hours of scheduled services. 5 of 6. Saturday: 
	Revised IPC, hours of scheduled services. 5 of 6. Total weekly hours: 
	Not applicable. Individual personal care services activities do not apply to the individual: 0
	Yes. The Individual needs to be re-oriented following the move of furniture into the home: 
	No. The Individual does not need to be re-oriented following the move of furniture into the home: 
	The landmarks in the home to assist the Individual are appropriate: 
	The landmarks in the home to assist the Individual are inappropriate: 
	List of documents provided to the Individual or L A R. Line 3 of 6.: 
	Not applicable. Community First Choice Services CFC P A S H A B Service Code 10, does not apply to the Individual: 0
	Day Habilitation, Service Code 10, number of hours per week: 
	Day Habilitation, Service Code 10, number of weeks: 
	Residential Habilitation Schedule, over all total hours: 
	Residential Habilitation, Service Code 17,  number of hours per week. line 2 of 2: 
	Residential Habilitation, Service Code 17, number of weeks. Line 2 of 2 : 
	C F C, P A S and H A B Schedule 2. Total overall hours: 
	Revised IPC, Yes. The individual has a behavior support plan in place: 
	Revised IPC, a behavior support plan in place is not applicable to the individual: 
	List of documents provided to the Individual or L A R. Line 6 of 6.: 
	Not applicable. Residential habilitation schedule one does not apply to the individual: 0
	Not applicable. Residential habilitation schedule two does not apply to the individual: 0
	No. The individual would not like to receive support management: 0
	Not applicable. C F C Financial Management Services, F M S, does not apply to the Individual: 0
	Not applicable. C F C Support Consultation, does not apply to the Individual: 0
	Not applicable. C F C Emergency Response Service, does not apply to the Individual: 0
	Not applicable. In-Home Respite, Service Code 11, does not apply to the Individual: 0
	Current IPC units, hours per week multiplied by number of weeks: 
	Not Applicable. Out-of-Home Respite, Service code 11 A, does not apply to the Individual: 0
	Not applicable. Residential Habilitation, Service Code 17, does not apply to the Individual: 0
	Not applicable. Skilled Nursing Services do not apply to the Individual: 0
	The following information was reviewed with the SPT members to include the individual and L A R, Voter registration: 0
	Skilled Nursing Services, includes an attached current nursing assessment: 0
	Dietary Services, Service Code 34,  name and title of person service will be provided by : 
	Specialized Nursing, RN, Service code 13 C: 
	Specialized Nursing, LVN, Service code 13 D: 
	Specialized Nursing. Not applicable. specialized nursing services do not apply to the Individual: 0
	Specialized Nursing. Not applicable. specialized nursing services do not apply to the Individual: 0
	Revised IPC outcome, list of orientation and mobility outcomes: 
	Not Applicable. Day Habilitation, Service Code 10, does not apply to the Individual: 0
	Day Habilitation Schedule, overall total number of hours: 
	Not applicable. Minor Home Modifications, M H M, Service Code 16, does not apply to the Individual: 0
	Support Consultation, total number of units: 
	Minor Home Modifications, M H M, Service Code 16, total requisition fee: 
	Minor Home Modifications, M H M, Service Code 16, name and title of professional recommending MHM: 
	Revised IPC hours per week: 
	Revised IPC number of weeks: 
	Revised IPC units, hours per week multiplied by number of weeks: 
	Not applicable. Chore Services, Service Code 17 E, does not apply to the Individual : 0
	Revised IPC, summary of special considerations or any individual preferences: 
	Not applicable. Chore Services, Service Code 17 E, non-waiver resources attempted: 
	Chore Services, Service Code 17 E, explanation of increase in hours since last plan: 
	Not applicable. Adaptive Aids and Medical Supplies, Service Code 15, does not apply to the Individual: 0
	Not applicable. Dental Services, Service Code 5 A, does not apply to the Individual: 0
	Not applicable. Dental Sedation, Service Code 5 B, does not apply to the Individual: 0
	Not applicable. Assisted Living, is not applicable to the Individual: 0
	Assisted Living Facility, A L F, 4 to 6 beds, Service Code 19: 
	Assisted Living. Licensed Home Health Assisted Living, 1 to 3 individuals, Service Code 19vE: 
	Assisted Living. 18 hour Assisted Living, Licensed Home Health Assisted Living, Service Code 19 F: 
	Speech, Hearing and Language Service Code 9, for individual evaluation only: 0
	Date copies of below listed documents were provided to the Individual or L A R: 
	Not applicable. Speech, Hearing and Language therapy schedule, Service Code 9, does not apply to Individual: 0
	Not applicable. Occupational Therapy Services, Service Code 7, does not apply to the Individual: 0
	Not applicable. Dietary services schedule, does not apply to Individual: 0
	Not applicable. Audiology, Service Code 35, does not apply to Individual: 0
	Dietary Services, Service Code 34, for individual evaluation assessment only: 0
	Dietary Services, Service Code 34, for individual therapy evaluation only: 0
	Not applicable. Dietary Services, Service Code 34, does not apply to the Individual: 0
	Not applicable. Employment Assistance, Service Code 54, does not apply to the Individual : 0
	Not applicable. Supported Employment, Service Code 37, does not apply to the Individual: 0
	Transportation-Residential Habilitation Services, if marked,  schedule varies and a typical schedule should be provided: 0
	Behavior Support Services, Service Code 43A, units utilized during the last IPC year.: 
	Behavior Support Services, Service Code 43A, date of assessment:: 
	Not applicable. Orientation and Mobility Services, Service Code 44, does not apply to the Individual: 0
	Not applicable. Intervener Services, Service Codes 45, 45A, 45B, 45C, 45V, 45AV, 45BV, 45CV, does not apply to the Individual: 0
	The team reviewed the following assessment, Current Intellectual Disability/Related Conditions (ID/RC) Screening: 0
	The team reviewed the following assessment, Related Conditions Eligibility Screening: 0
	The following information was reviewed with the SPT members to include the individual and L A R, other information not listed. 2 of 2.: 0
	The team reviewed the following assessment, Behavior support plan (if applicable): 0
	The team reviewed the following assessment, other assessment not listed. 3 of 4.: 0
	The following information was reviewed with the SPT members to include the individual and L A R, Non-waiver services form: 0
	Not applicable. Transportation-Residential Habilitation, service codes 48, 48V, does not apply to the Individual: 0
	Transportation-Residential Habilitation,, total number of units: 
	Transportation-Residential Habilitation name and title of person services will be provided by: 
	Not applicable. Financial Management Services, FMS, does not apply to the Individual: 0
	Not applicable. Support consultation, does not apply to the Individual: 0
	Revised IPC outcome, list of communication outcomes: 
	Revised IPC outcome, list of choice outcomes: 
	Revised IPC outcome, list of active participant outcomes: 
	Revised IPC outcome, list of access to the community goals: 
	Summary of any additional information important to revised IPC: 
	Summary of non-waiver resources attempted: 
	Summary of non-waiver resources received: 
	Full name of case manager: 
	Case manager's contact telephone number with area code: 
	Case manager's after hours telephone number with area code: 
	The team reviewed the following assessment, Adaptive Behavior Level Screening instrument:: 0
	The team reviewed the following assessment, Nursing assessment: 0
	The team reviewed the following assessment, other assessment not listed. 1 of 4.: 0
	The team reviewed the following assessment, other assessment not listed. 2 of 4.: 0
	The team reviewed the following assessment, other assessment not listed. 4 of 4.: 0
	The following information was reviewed with the SPT members to include the individual and L A R, Release for transportation : 0
	The following information was reviewed with the SPT members to include the individual and L A R, Documentation of Provider Choice form : 0
	The following information was reviewed with the SPT members to include the individual and L A R, Backup Plans: 0
	The following information was reviewed with the SPT members to include the individual and L A R, other information not listed. 1 of 2.: 0
	Name of individual or L A R case manager provided copies of documents to : 
	Signature of Individual: 
	Date of Individual's Signature: 
	Date of L A R's Signature: 
	Date of Service Provider's Signature: 
	Date of Case Manager's Signature: 
	Signature of Other 1: 
	Date of Other's Signature 1: 
	Signature of Other 2: 
	Date of Other's Signature 2: 
	Date of Program Director's Signature: 
	Signature of Nurse: 
	Date of Nurse's Signature: 
	Revised IPC. DBMD Services, service type is C F C : 
	Revised IPC. DBMD Services, adding support management is not applicable: 0
	Revised IPC, Justification, from appropriate professional as applicable and breakdown of hours requested: 
	Revised IPC, explanation of any increase in units requested: 
	Revised IPC, explanation of what the individual would like to gain from this service: 



