	DEPARTMENT OF HEALTH SERVICES

Division of Mental Health and Substance Abuse Services
F-00202  (01/2011) 

	STATE OF WISCONSIN


	INDIVIDUAL SERVICE PLAN – COMMUNITY RECOVERY SERVICES (CRS)
Completion of this form is voluntary; however, failure to complete the form will result in not being able to receive Community Recovery Services. Personally identifiable information is collected and used to verify MA eligibility.

	1  Plan Type (Check ALL That Apply)


 FORMCHECKBOX 
 New
 FORMCHECKBOX 
 Annual Recertification
 FORMCHECKBOX 
 Update
 FORMCHECKBOX 
 Six Month Review
	2  Medicaid ID Number

	
	     

	3  Individual’s Name
	4  Address (street)
	4a  City, State
	4b  Zip Code

	     
	     
	     
	     

	5  Mailing Address (If Different)
	6  Telephone
	7  E-Mail
	8  Service Plan Development Date
	9  Functional Screen Date

	     
	     
	     
	     
	     

	10   FORMCHECKBOX 
 Person-centered planning has been explained to me and I have chosen who will participate in / attend my service planning meeting—they are:

	     

	11  Current Living Arrangement - HSRS Code
	12 Current Living Arrangement-Name/Type

	  
	     

	13  CRS Agency
	14  Agency Telephone No.
	15  Care Manager (CM)
	16  CM Telephone No./Ext.

	     
	     
	     
	     

	17  Mailing Address (Agency)
	City
	State
	Zip
	18  Mailing Address (CM)

	     
	     
	  
	     
	     

	19  E-mail Address (Agency)
	20  E-mail Address (CM)

	     
	     

	21  Name – Parent(s) or Guardian, if applicable
	22  Telephone No. (Home)
	23  Telephone No. (Work)

	     
	     
	     

	24  Mailing Address (Street/PO Box)
	25  City
	26  State
	27  Zip Code

	     
	     
	  
	     

	28  E-mail Address
	29  Telephone No. (Cell)

	     
	     

	IN CASE OF EMERGENCY, NOTIFY:
	
	

	30  Name
	31  Telephone No. (Home)
	32  Telephone No. (Work)

	     
	     
	     

	33  Address
	34  City
	35  State
	36  Zip Code
	37  Relationship

	     
	     
	  
	     
	     


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	46  
 FORMCHECKBOX 
 I have been informed of and understand my choices in the CRS program, including approval or rejection of the services and providers listed on this service plan.

 FORMCHECKBOX 
 I was informed verbally and in writing of my rights and responsibilities in the CRS program.
 FORMCHECKBOX 
 By my signature below I indicate I have chosen to accept community services through Community Recovery Services.
 FORMCHECKBOX 
 A copy was provided to participant and / or guardian / authorized representative / parent.




	


	SIGNATURE - Participant
	Date Signed
	SIGNATURE – Care Manager
	Date Signed

	SIGNATURE – Guardian/Authorized Representative/Parent
	Date Signed
	SIGNATURE - Guardian/Authorized Representative/Parent
	Date Signed

	SIGNATURE - Witness
	Date Signed
	SIGNATURE – Witness
	Date Signed

	Distribution: DHS, County Care Manager, Individual, Authorized Representative


