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	PERSON-CENTERED PLANNING FIDELITY CHECKLIST

	Assessments (Initial & Annual)
	Yes/No
	Comments

	Identifies strengths (e.g., talents/skills, personal characteristics, past successes, hopes/aspirations, cultural) in multiple categories 
	|_| Y |_| N
	     

	Establishes medical necessity for services via psychosocial and program specific assessments
	|_| Y |_| N
	     

	Includes descriptions of symptoms, impairments, barriers, risk factors (mental status, presenting issues, physical health, substance abuse)
	|_| Y |_| N
	     

	Includes individual’s preferences and expectations of services
	|_| Y |_| N
	     

	Has a current, accurate diagnosis by licensed practitioner
	|_| Y |_| N
	     

	Interpretive Summary and Understanding
	Yes/No
	Comments

	Synthesizes the pieces of the individual’s story together in a coherent summary
	|_| Y |_| N
	     

	Provides the practitioner’s view of why the individual is unable to overcome existing barriers and the individual’s view of his/her need for services
	|_| Y |_| N
	     

	Incorporates cultural issues/spirituality where appropriate
	|_| Y |_| N
	     

	Identifies key areas that may be addressed on the recovery plan related to medical necessary, including physical health issues
	|_| Y |_| N
	     

	Provides treatment recommendations
	|_| Y |_| N
	     

	Integrative Recovery Plan (Initial & Review)
	Yes/No
	Comments

	Works with the individual and family to develop a meaningful goal(s) that is: 
· In the individual’s own words
· Reflects quality of life changes/life role for the individual
· Creates a vision for the future that is understood by both the individual and provider
· Points to the establishment of discharge criteria/outcomes
	|_| Y |_| N
	     

	Develops objectives (short-term goals) with the individual that are steps toward achievement of the goal(s) and includes:
· Specific achievement that the individual will accomplish which removes or lessens the effect of a barrier, symptom, or functional impairment
· Time frame for accomplishment
· Measurable, behavioral and achievable actions
· Consistent with the person’s stage of change/level of functioning
	|_| Y |_| N
	     

	Interventions/Services
	Yes/No
	Comments

	Develops interventions with the individual that: 
· Establishes the work that the practitioner and others will do
· Defines the concrete strategies/actions that will be utilized to assist the individual to meet the objectives
· Are consistent with medical necessity
	|_| Y |_| N
	     

	Includes all five of the following elements
· Who is doing the intervention/service?
· What is the intervention/service?
· What is being done?
· When is it being done/how often/duration?
· Why is it being done (i.e., educate, refer, improve skills)?
	|_| Y |_| N
	     

	Includes the use of natural supports/community supports Incorporates self-direction via utilization of self-help and wellness tools, (e.g., WRAP/family support/peer support)

	|_| Y |_| N
	     

	Progress Notes
	Yes/No
	Comments

	Provides a record of the individual’s journey toward achievement of objectives and realization of goals
	|_| Y |_| N
	     

	Facilitates communication and coordination of services 
Describes services provided
	|_| Y |_| N
	     

	Outlines:
· The goal/objective that the service provided is linked to on the plan
· Description, changes in mental/physical status of the individual
· Practitioner interventions
· Individual/family response to intervention/service
· Follow-up plan, if applicable
· Could include consultation with other providers, supervisors, family members, etc.
	|_| Y |_| N
	     


[endnoteRef:1] [1:  Adapted from the Person-Centered Planning Train the Trainer Materials from Care and Treatment Services Administration.] 

