Individual Plan-DJJ QA
Purpose:
The intent of this policy is to ensure that each participant served is actively involved and has a significant role in the individual planning process and has a major role in determining the direction of his or her Individual Plan/Case Plan. The Individual Plan will identify and prioritize needs, which are at a minimum informed by the NIRVANA domains identified in the youth’s assessment(s). 
Policy:
The Individual Plan shall comply with requirements outlined in funding sources, licensure requirements, Federal and State laws, and accreditation requirements as applicable to CDS programs.  Each person served is actively involved in and has a significant role in the individual planning process and has a major role in determining the direction of his or her Individual Plan. A case plan shall be developed with the youth and family within seven (7) working days of shelter intake and within one contact following completion of the NIRVANA in community counseling programs. 
The Individual Plan shall contain goals and objectives that incorporate the unique strengths, needs, abilities, and preferences of the participant, as well as identified challenges and problems.  The Individual Plan will contain measureable goals and outcomes, proposed actions, and anticipated completion. The youth, parent/legal guardian, designated staff, and supervisor will sign the case plan. When the youth or parent/guardian are not available for signatures, this shall be documented on the case plan. The counselor, youth, and family shall review the case plan at a minimum during 30, 60, and 90-day reviews for progress toward goals. Reviews are based off dates of initiation. The term participant served is used in a broad context to include family members, significant others or legal representatives, when applicable.  Planning is consumer directed and person centered.  The Individual Plan may vary in size and complexity based on the type of service provided and there may be additional program specific requirements.

Intent Statements:

The Individual Plan includes two components, the first of which addresses the global needs of the participant served. CDS staff demonstrates, through the identification of goals, its knowledge and awareness of the critical needs of the participant served.  This component includes goals expressed in the words of the participant served (not necessarily in quotes) and is based on his or her needs and preferences.

The second component of the Individual Plan provides the blueprint for individual service development and is consistent with the outcomes expected by the participant served, the family when applicable, and CDS. This includes the development of service objectives that are measurable, achievable, and time-specific.
When the assessment identifies co-occurring needs, they are addressed either through provision of service by the CDS or referral to other providers.  Efforts are made to fully integrate or coordinate needed services.

The Individual Plan specifies the services to be provided by the program and through referrals for additional services and is communicated to the participant in a manner that is understandable. When possible, a copy of the Individual Plan is offered to the participant.

When service needs are identified beyond the scope of the program, individual planning needs may be addressed by either referrals to other organizations or natural supports (which may include extended family, friends, volunteer organizations, self-help or support groups, churches or other religious/spiritual supports).

Procedure and/or Process:

1. The Individual Plan is developed with the active participation of the participant served, and:

a) Is prepared using the information from the primary assessment and interpretive summary.

b) Is based on the strengths, needs, and desires of the participant served and focuses on his or her integration and inclusion into:

(1) The community.

(2) The family, when appropriate.

(3) Natural support systems.

(4) An educational setting, when applicable.

(5) Employment.

(6) Other needed services.

c) Involves the family of the participant served, when applicable or permitted.

d) Addresses the following needs, when identified as an issue:

(1) Healthcare.

(2) Safety.

(3) Educational.

(4) Emotional/behavioral.

(5) Developmental.

(6) Social and leisure.

(7) Spiritual.

(8) Cultural.

(9) Financial.

(10) Others, as identified.

e) Identifies any needs beyond the scope of the program.

f) Specifies the services to be provided by the program.

g) Specifies referrals for additional services.

h) Is communicated to the participant served in a manner that is understandable.

i) When possible, is provided to the participant served.

2. The Individual Plan includes the following components:

a) Goals that are:

(1) Expressed in the words of the participant and/or family served (not necessarily in quotes).

(2) Reflective of the informed choice of the participant served or parent/guardian.

(3) Appropriate to the person’s culture.

(4) Appropriate to the person’s age.

(5) Based upon the person’s:

(a) Strengths.

(b) Needs.

(c) Abilities.

(d) Preferences.

b) Specific service objectives that are:

(1) Reflective of the expectations of:

(a) The participant served.

(b) The service team.

(2) Reflective of the person’s age.

(3) Reflective of the person’s development.

(4) Reflective of the person’s culture and ethnicity.

(5) Responsive to the person’s disabilities/disorders or concerns.

(6) Understandable to the participant and/or family served.

(7) Measurable.

(8) Achievable.

(9) Time specific.

(10) Appropriate to the service setting.

c) Identification of:

(1) Specific service intervention to be used.

(2) Frequency of using specific interventions.

(3) Location of service(s)

(4) Person(s) responsible 

(5) Target date(s) for completion 

(6) Actual completion date(s)

(7) Date plan was initiated  

d) Information on, or conditions for, transition to other services.

e) When applicable, identification of:

(1) Legal requirements.

(2) Legally imposed fees.

3. To determine continued relevance, the Individual Plan is reviewed with the participant served and is kept relevant by ensuring the participants active involvement:

a) Based on his or her request for a modification.

b) In accordance with identified time frames required by relevant program regulations.

c) And is modified as needed.

4. Based on the needs of the participant served, services include the development of:

a) Cognitive skills.

b) Social skills.

c) Social supports.

d) Community living and life skills.

e) Educational skills.
f) Self-care/emotional skills.
Rev. 2/08, 8/24
Page 2 of 4
P-1162

