
	STANDARDIZED COMPREHENSIVE SERVICE PLAN

	LONG TERM GOAL(S):

1.
Client to remain at home in lieu of institutionalization

2.
Client to receive assistance in accessing and coordinating all necessary community resources.

3.
Client knowledgeable re: illness, disease process, medications, treatments, and timely reporting of signs & symptoms

4.
Client’s legal documents completed
	
	
	
	
	
	

	DATE PROBLEM/
NEED

IDENTIFIED
	PROBLEM/NEED
	GOAL(S)
	INTERVENTION(S): TYPE OF SERVICE/SERVICE PROVIDER/ QUANTITY/FREQUENCY/DURATION
	P
S
C
	START
OF
SERVICE
	
	
	
	
	
	

	
	Compromised Immune Status
	· Maintain Optimal Health Status.
· Advocate for self
· Report s/s of OIs to MD
	 FORMCHECKBOX 

See Primary Medical Provider; At Least                   

        Quarterly & PRN for one year
	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	· 
	 FORMCHECKBOX 

RN/SW Case Management; Reassessment At         

       Least q 60 Days and Contact Between  

       Reassessments as Deemed Appropriate by Case 

       Mangers
	     
	     
	     
	     
	     
	     

 FORMTEXT 
     
	     
	     

	
	Specialized Medical Care (e.g. specialty care for CMV, TB, DM, etc.) R/T: __________________

__________________

__________________
	 FORMCHECKBOX 
  Will Receive   

      Specialty Care as 

      Indicated.
	 FORMCHECKBOX 

Specialty Care by Dr: _____________________


Quarterly & PRN for 6 months


	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	
	 FORMCHECKBOX 

Specialty Care by Dr: _____________________


Quarterly & PRN for 6 months

	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Specialty Care by Dr: __________________


Quarterly & PRN for 6 months

	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Other: ______________; q _________ for 6 mos
	     
	     
	     
	     
	     
	     
	     
	     

	     
	Dental Care
	 FORMCHECKBOX 
  Access to Regular 

      Dental Care.
	 FORMCHECKBOX 

Private Dentist; q 6 Months & PRN for one year


	     
	     
	     
	     
	     
	     
	     
	     


	
	
	
	 FORMCHECKBOX 

Other: ______________; q _________ for ____

	     
	     
	     
	     
	     
	     
	     
	     

	
	DATE/INITIALS/EVAL CODE


	DATE

PROBLEM 

IDENTIFIED
	PROBLEM/NEED
	GOALS
	INTERVENTION(S):

TYPE OF SERVICE/SERVICE PROVIDER/ QUANTITY/FREQUENCY/DURATION
	PSC
	START
OF

SERVICE
	
	
	
	
	
	

	     
	Weight Maintenance
	 FORMCHECKBOX 
  Have Access to       

      Adequate 

      Nutritional 

      Resources.

 FORMCHECKBOX 
  Maintain Optimum                 

      Weight for Height


	 FORMCHECKBOX 

Meals on Wheels--Hot Meals; Daily for 60 days


	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	· 
	 FORMCHECKBOX 

___________ Food Bank; q ______  for 60 days
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	· 
	 FORMCHECKBOX 

Nutritional Supplements;  See Attachment A


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	· 
	 FORMCHECKBOX 
   Food Vouchers $________; q ______ for 6 mos
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	· 
	 FORMCHECKBOX 

Other: ________________; q ______ for 6 mos


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Ongoing assessment by NCM


	     
	     
	     
	     
	     
	     
	     
	     


	
	Requires Assistance with Activities of Daily Living/Self-Care Deficit
	 FORMCHECKBOX 
    Domestic & 

        Personal Care 

        Needs Will Be   

        Met.
	 FORMCHECKBOX 

Attendant Care (See Attachment A)


	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	
	 FORMCHECKBOX 

IHSS: ________ Hours; q Month for 60 days


	     
	     
	     
	     
	     
	     
	     
	     


	
	
	
	 FORMCHECKBOX 

Volunteer, 
 FORMCHECKBOX 

Family Member, 
 FORMCHECKBOX 

S/O 
to Provide Care; ____hrs,   q _____ for 60 days


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Other: _______________; q _____ for 60 days


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Ongoing assessment by NCM


	     
	     
	     
	     
	     
	     
	     
	     

	     
	Complicated Medication Regime
	 FORMCHECKBOX 
    Will Have Access 

        to Prescribed 

        Medications

 FORMCHECKBOX 
    Adherence to 

        Medication 

        Regimen.
	 FORMCHECKBOX 

Medication Adherence Education/Monitoring by   

        ___________; q 30-60 days for one year


	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	· 
	 FORMCHECKBOX 
   Pharmacy:_________________________


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	· 
	 FORMCHECKBOX 

Weekly Delivery by Medication Service (See 
Attachment A)


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	· 
	 FORMCHECKBOX 

ADAP Services  q. month (Recertification q year 

        due_____________)
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Other: _____________________; q _________


	     
	     
	     
	     
	     
	     
	     
	     


	
	DATE/INITIALS/EVAL CODE

	DATE

PROBLEM 

IDENTIFIED
	PROBLEM/NEED
	GOALS
	INTERVENTION(S):

TYPE OF SERVICE/SERVICE PROVIDER/ QUANTITY/FREQUENCY/DURATION
	PSC
	START

OF

SERVICE
	
	
	
	
	
	

	
	Mobility
	 FORMCHECKBOX 
  Achievement of 

      Maximum Safe 

      Mobility within 

      Physical Limitations


	 FORMCHECKBOX 

Durable Medical Equipment Provided (See 
Attachment A)


	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	
	 FORMCHECKBOX 

PT; ________ Hours/Week (See Attachment A)


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

OT, ________ Hours/Week (See Attachment A)


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Alterations Made to Living Space (See 
Attachment A)


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Other: _____________; q ______ for _______
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Ongoing assessment by NCM


	     
	     
	     
	     
	     
	     
	     
	     

	     

	Skilled Nursing Needs
	 FORMCHECKBOX 
    Skilled Nursing  

        Needs To Be Met 

        per MD or RNCM  

        Orders.
	 FORMCHECKBOX 

Skilled Nursing Visit per orders (See 
Attachment A)

	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	
	 FORMCHECKBOX 

In Home Hospice (See Attachment A)

	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Residential Hospice (See Attachment A)

	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

SN Facility (See Attachment A)

	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Other: _____________; q _______ for ______


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Ongoing assessment by NCM


	     
	     
	     
	     
	     
	     
	     
	     

	
	Pain Management
	 FORMCHECKBOX 
     Access to 

         Assistance for 

         Pain Control.

 FORMCHECKBOX 
     Pain Level will 

         Decrease
	 FORMCHECKBOX 

Pain Management Clinic per MD orders


(See Attachment A)


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	· 
	 FORMCHECKBOX 
   Acupuncture / Therapeutic Massage  (circle           

       one or both) (See Attachment A) 


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	· 
	 FORMCHECKBOX 

PT; _____ Hours per Week (See Attachment A)


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	· 
	 FORMCHECKBOX 

OT; _____ Hours per Week (See Attachment A)


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	· 
	 FORMCHECKBOX 

Other: ______________; q _____ for ______
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Ongoing assessment by NCM


	     
	     
	     
	     
	     
	     
	     
	     

	
	DATE/INITIALS/EVAL CODE

	DATE

PROBLEM 

IDENTIFIED
	PROBLEM/NEED
	GOALS
	INTERVENTION(S):

TYPE OF SERVICE/SERVICE PROVIDER/ QUANTITY/FREQUENCY/DURATION
	PSC
	START

OF

SERVICE
	
	
	
	
	
	

	

	Potential Spread of HIV
	 FORMCHECKBOX 
   Reduce risk 

       of disease 

       transmission
	 FORMCHECKBOX 

Gloves  

                  
	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	
	 FORMCHECKBOX 
   Probe Covers


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Condoms 

               
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Sharps


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Partner Notification (See Attachment A)


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Ongoing assessment by NCM/SWCM


	     
	     
	     
	     
	     
	     
	     
	     

	

	Immunizations
	 FORMCHECKBOX 
   Will obtain

       Immunizations 

       PRN
	 FORMCHECKBOX 

PPD                          Date Last Test:__________


	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	
	 FORMCHECKBOX 
   Flu                            Date Last Immun:________


	     
	     
	     
	     
	     
	     
	     
	

	
	
	
	 FORMCHECKBOX 
   Hep B                       Date Immun:____________

 FORMCHECKBOX 
   Series Complete        FORMCHECKBOX 
   Booster Given


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Pneumonia               Date Immun:____________


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Other:__________   Date Immun:____________


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Ongoing assessment by NCM

	     
	     
	     
	     
	     
	     
	     
	     

	
	Substance Abuse
	 FORMCHECKBOX 
    Will Reduce Risk 

        Associated with  

        Substance Use.
	 FORMCHECKBOX 

Inpatient Tx 
(See Attachment A)





	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	
	 FORMCHECKBOX 

Group Home (See Attachment A)


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Outpatient Tx (See Attachment A)


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

12 Step Groups ________; q week for 60 days


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Detox  (See Attachment A)


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
    RN/SWCM Educate/Encourage Access to Tx/ 

        Recovery Resources q 30-60 Days and PRN

        for one year
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Other: _______________; q ______ for ______


	     
	     
	     
	     
	     
	     
	     
	     


	
	DATE/INITIALS/EVAL CODE

	DATE

PROBLEM 

IDENTIFIED
	PROBLEM/NEED
	GOALS
	INTERVENTION(S):

TYPE OF SERVICE/SERVICE PROVIDER/ QUANTITY/FREQUENCY/DURATION
	PSC
	START

OF

SERVICE
	
	
	
	
	
	

	
	Assistance with Pet Care
	 FORMCHECKBOX 
    Decrease Risk of 

        Infections R/T Pet 

        Care

 FORMCHECKBOX 
    Assistance with 

        Pet Adoption-Out

 FORMCHECKBOX 
    Pet will remain in    

        home
	 FORMCHECKBOX 

Family/Neighbor to provide pet care; ________                        

        q________and PRN for _________


	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	· 
	 FORMCHECKBOX 
    Volunteer; _________q___________and PRN   

         for __________


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	· 
	 FORMCHECKBOX 
   Animal Rescue/Adoption Service Initial Contact 

       and PRN  (one time only)  


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	· 
	 FORMCHECKBOX 

Other: ______________; q ______ for _______

	     
	     
	     
	     
	     
	     
	     
	     

	
	Mental Health
	 FORMCHECKBOX 
   Will Maintain 

       Optimum Mental    

       Health.
	 FORMCHECKBOX 

Subcontracted Therapist;  ___Sessions q Week


 FORMCHECKBOX 
 LCSW     FORMCHECKBOX 
 MFCC     FORMCHECKBOX 
 PhD     FORMCHECKBOX 
 PsyD  for ________

 FORMCHECKBOX 

Psychiatrist; q ____________ for ________


	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	
	 FORMCHECKBOX 

Other Outpatient Psychotherapy; ____Sessions     

       q Week: 


 FORMCHECKBOX 
 LCSW     FORMCHECKBOX 
 MFCC     FORMCHECKBOX 
 PhD     FORMCHECKBOX 
 PsyD

(See Attachment A)


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Support Group;  ________q _____for _____


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Buddy Program for 6 months


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Other: ___________; q _________ for ______


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Ongoing assessment by SWCM


	     
	     
	     
	     
	     
	     
	     
	     

	
	Transportation
	 FORMCHECKBOX 
   Will Access Non-

       Emergency 

       Medical, Social, & 

       Community 

       Resources.
	 FORMCHECKBOX 

One Bus Pass; q Month for 6 months


	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	
	 FORMCHECKBOX 

Taxi Voucher NTE $______ q _____ for 60days


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Other: ______________; q _____ for _____


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Ongoing assessment by NCM/SWCM


	     
	     
	     
	     
	     
	     
	     
	     


	
	DATE/INITIALS/EVAL CODE

	DATE

PROBLEM 

IDENTIFIED
	PROBLEM/NEED
	GOALS
	INTERVENTION(S):

TYPE OF SERVICE/SERVICE PROVIDER/ QUANTITY/FREQUENCY/DURATION
	PSC
	START

OF

SERVICE
	
	
	
	
	
	

	
	Housing
	 FORMCHECKBOX 
   Will Remain in 

       Safe & Affordable    

       Housing.
	 FORMCHECKBOX 

Section 8 _________ q month for one year


	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	
	 FORMCHECKBOX 

HOPWA grant $_________ q ______ for 6 mos


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Residential/assisted living, at: ___________ for 

       6 mos

	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Motel Voucher:_____ Days (up to _____ Days)       


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 

Other: ______________; q ______ for _____


	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Ongoing assessment by NCM/SWCM


	     
	     
	     
	     
	     
	     
	     
	     

	
	Legal
	 FORMCHECKBOX 
   Will Obtain 

       Information, 

       Referral, and/or 

       Advocacy to 

       Complete Legal 

       Documents

 FORMCHECKBOX 
   Will Resolve     

       Outstanding Legal 

       Issues

 FORMCHECKBOX 
   Will Resolve 

       Immigration Issues
	 FORMCHECKBOX 
    SWCM to provide info/assistance in completing   

         Legal Documents q 30-60 Days and PRN (See

         Reassessments/Progress Notes) for one year
	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	· 
	 FORMCHECKBOX 
   Legal Referral Panel; (See Attachment A)

        
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	· 
	 FORMCHECKBOX 

Private Attorney_____________________


(See Attachment A)
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	· 
	 FORMCHECKBOX 
   Other:  _____________: q _________ for _____
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Ongoing assessment by SWCM
	     
	     
	     
	     
	     
	     
	     
	     

	
	Benefits
	 FORMCHECKBOX 
   Will Access 

       Public/Private 

       Benefits per 

       Eligibility.
	 FORMCHECKBOX 
   Medi-Cal                    
	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	
	 FORMCHECKBOX 
   Medicare
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   CMSP                        
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Private Insurance (See Resource Evaluation)
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   SSDI                          
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   SSI
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	 FORMCHECKBOX 
   Financial counseling 
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	DATE/INITIALS/EVAL CODE

	DATE

PROBLEM 

IDENTIFIED
	PROBLEM/NEED
	GOALS
	INTERVENTION(S):

TYPE OF SERVICE/SERVICE PROVIDER/ QUANTITY/FREQUENCY/DURATION
	PSC
	START

OF

SERVICE
	
	
	
	
	
	

	

	Risk Assessment and Mitigation
	· Decrease Harm or Potential for Harm to Client

· Ensure Client’s Basic Safety and Well-being

· Promote a Positive Quality of Life for All Persons
	 FORMCHECKBOX 
   APS Services being provided

Type:      


	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 
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	 FORMDROPDOWN 
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	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 
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	 FORMDROPDOWN 

	 FORMDROPDOWN 


	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


	RN Case Manager: Signature    /    Initials
	SW Case Manager: Signature    /    Initials
	Payment Source Codes
	Evaluation Codes

	
	
	Medi-Cal Waiver  (MCW)

W
	Referral Initiated
A

	___________________________/________
	___________________________/________
	Private/3rd Party



1
	Referral Refused
B

	
	
	HCP





2
	Services Refused/Cont. to Adv.
C

	___________________________/________
	___________________________/________
	Medi-Cal




3
	Services Initiated




D

	
	
	Medicare




4
	Services Continued



E

	___________________________/________
	___________________________/________
	Multiple
(see progress notes)
5
	Services Continued w/ Changes
F

	
	Other (see progress notes)
6
	Services Discontinued
G
GGGGGG
G

	M.D. sent copy/notified of contents of initial plan?   YES (  Date:  ______________________
	Care Title I/II




7
	Services Not Delivered

       H

	Initial Service Plan Discussed with Client?   YES (  
	HOPWA





8
	Goal Achieved
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