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	INSTRUCTIONS – INDIVIDUAL SERVICE PLAN – Community recovery services (CRS)

	


	No.
	Title
	Description

	1
	Plan Type
	“New” refers to persons who are first enrolling in CRS “Annual Recertification” refers to a new plan updated by at least having new signatures and submitted to comply with CRS recertification requirements; “Update” means the plan replaces an earlier plan and shows some form of change such as in the type of services to be received by the participant or that there has been a change in provider. 

	2
	Medicaid ID Number
	Enter the 10 digit Medicaid number assigned to the person listed on the plan.

	3
	Individual’s Name
	Enter his/her full legal last name, first name, middle initial and suffix (e.g., Jr.)

	4
	Address (street) 
	The place where the CRS applicant/participant resides. 

	4a
	City, State
	

	4b
	Zip code 
	Use 5 digit code

	5
	Mailing address (if different)
	The address the person receives personal mail if different from where they reside. 

	6
	Telephone
	The area code and telephone number at the place the person resides. 

	7
	E- Mail 
	The e-mail address of the participant. If the person does not have an e-mail, another e-mail address that can be used to transmit e-mail messages.  

	8
	Service Plan Development Date
	The date on which the service planning process was initiated and the initial service plan was accepted by all parties involved in its development. 

Note: This is the earliest date on which services may begin.  

	9
	Functional Screen Date
	Enter the Mental Health / AODA Functional Screen completion date.

	10
	Individuals attending service planning meeting
	Discuss the person centered planning process with the individual and ask them to check the box. Ask the participant to list the people he or she wishes to participate in the planning meeting. If a person was requested but is not a part of the actual planning meeting, provide an explanation.

	11/

12
	HSRS code/Current Living Arrangement- Name/Type
	The type of residence in which the person is expected to reside when he or she begins CRS services.

	13
	CRS Agency 

(Contact)
	The name of the county, tribal or contract agency currently responsible for managing the individual’s CRS services. A change in this element requires the submission of a revised/updated service plan.

	14
	Agency Telephone No.
	The phone number which the agency identifies as the primary number to use to contact agency staff/officials about this individual. 

	15
	Care Manager Name
	

	16
	Care Manager Telephone numbers: Office and Cell
	Include area code 

	17
	Mailing Address (Agency)
	Include zip code

	18
	Mailing Address of CM
	Include zip code

	19
	E-mail address of Agency
	

	20
	E-mail address of CM
	

	21
	Name- Parent(s) or Guardian
	If the participant is a minor, list the guardian if the guardian is different than the parent. If there is no guardian, list the parent. For adults, always list the guardian if there is a guardian or enter the word “self” if the person is his or her own guardian.

	22
	Telephone No. (Home)
	Include area code 

	23
	Telephone No. (Work)
	Include area code 

	24
	Mailing Address (Street/

PO Box)
	

	25
	City
	

	26
	State
	

	27
	Zip Code
	

	28
	E-mail address
	

	29
	Telephone No. (Cell)
	Include area code

	
	IN CASE OF EMERGENCY NOTIFY: 
	

	30
	Name
	Name of the person designated as the CRS participant’s emergency contact.

	31
	Telephone No. (Home)
	(include area code)

	32
	Telephone No. (Work)
	(include area code)

	33
	Address
	 

	34
	City
	

	35
	State
	

	36
	Zip Code
	

	37
	Relationship
	Word that best describes how the emergency contact is related (family, friend, family friend, neighbor, etc) to the participant.

	38
	Service Name/

Informal Supports  
	The name of the service being planned for the participant. Use the CRS name or, if the service is not a CRS service, a name that describes the type of service planned. This field should also include all informal supports. 

	39
	Outcome Number
	From the F-00202A (Field 4), enter the number of the individual outcome that this service is provided to meet.

	40
	Service Provider Name, Mailing address, Phone (Include E-mail address, Cell phone number, if known)
	The individual/agency name of the service provider. Use the name that appears on any license or certification if any. 

	41
	Start Date
	The date on which approved services are to begin. 

	42
	End Date 
	The date on which the identified services will stop (if applicable). 

	43
	Unit Cost and type ($/hour; day)
	The cost per unit of service for the service provided. 

Supported employment and Peer Specialist Services are billed in 15 min. increments. Community Living Supportive Services is a daily rate. If you contract for these services and know the contracted rate put that here. 

	44
	Authorized Units of Service and Frequency (#/day, week or month)
	The number of units of service the county authorizes for this participant during a specified period of time (e.g., days per month authorized for adult family home). 

	45
	Funding Source 
	Provide the name of the funding source. For CRS services, put Medicaid and then identify the source of the non federal share such as Community Aids, county general fund revenues etc.  
Note: Mental Health Block Grant funds may not be used here as match as they are also federal funds.

	46

	Notifications
	Summary of notifications: 

· Participant has been told about choice of providers and services. 

· Notifications of rights must be given to all applicants/participants verbally and in writing.

	
	Participant Signature
	The CRS program participant signature is required if participant is age 14 or over and the person is capable of signing the form. 

	
	Date Signed
	Date the plan was signed by the participant.

	
	Parent/Guardian/Authorized Representative Signature
	

	
	Date
	Date the plan was signed by the guardian or authorized representative.

	
	Witness Signature (identify)
	

	
	Date
	Date the plan was signed by the witness.

	
	Witness Signature (identify)
	

	
	Date
	Date the plan was signed by the witness.

	
	Care Manager Signature
	

	
	Date
	Date the plan was signed by the care manager.


