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Partners With Business Support Plan

Instructions 
Type or print clearly. This plan describes the member’s job duties, when they do them, and who and how coworkers support the member on the job. The vocational service provider completes this form and shares it with the employer, member, care team, and legal decision-maker. The care team reviews the plan as needed. 

This form is intended as a template. Providers may develop their own form as long as it includes all the information on this form.

Section I – Employee information

Name – Employee (Last, First):      	

Employee job title:      	

Name – Business or employer:      	

Name – Direct supervisor:      	

Phone number:      	 Email:      	

Supported employment (SE) agency:      	

Name – SE agency contact person:      	

Phone number:      	 Email:      	

Work schedule

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	Start time
	     
	     
	     
	     
	     
	     
	     

	Break time
	     
	     
	     
	     
	     
	     
	     

	Lunch time
	     
	     
	     
	     
	     
	     
	     

	End time
	     
	     
	     
	     
	     
	     
	     

	Total work hours
	     
	     
	     
	     
	     
	     
	     



Describe the member’s strengths, learning style, and support needs.
     



Workplace strengths and skills the member demonstrates on the job: 
     


The member’s learning style and best way to teach them:
     



Workplace support needs: 
     



Describe the job’s informal or natural supports:
     



Section II – Coworker information

List the information for the coworker(s) who will provide direct supports to the supported employee. Attach additional pages if more space is needed. 

1. Name – Coworker (Last, First):      	

Job title:      	

Contact information:      	

List the amount of time the coworker provides formal supports each shift: 

	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	     
	     
	     
	     
	     
	     
	     



Monthly Partners with Business plus reimbursement amount:      	

2. Name – Coworker (Last, First):      	

Job title:      	

Contact information:      	

List the amount of time the coworker provides formal supports each shift:

	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	     
	     
	     
	     
	     
	     
	     



Monthly Partners with Business plus reimbursement amount:      	

Section III – SE agency responsibilities

Describe the SE agency’s responsibilities with the employer and the supported employee (for example co-worker training, frequency of check-ins and support plan reviews, back-up supports, or formal job coaching): 
     




Additional notes/considerations:
     





Section IV – Emergency contacts

Name – First emergency contact:      	

Relationship to employee:      	

Home/Cell phone number:      	 Work phone:      	

Name – Second emergency contact:      	

Relationship to employee:      	

Home/Cell phone number:      	 Work phone:      	

Section V – Signature

Name – Support plan completed by:      	

Date:      	

[Attach Partners with Business Agreement]

