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	Individualized Service Plan (ISP)
Revision and Notification Form 



Instructions
1. The Service Provider completes and sends this form to notify the Support Coordinator of necessary ISP changes and includes any assessments used to inform recommended ISP revisions (Unsupervised Time Assessment, Medication Administration Assessment, etc.).
2. If a meeting was held, this form may also be used to document meeting minutes. 
a. For meeting members who participate by telephone, phone participation is listed next to their name.
b. If a meeting was held and the individual does not receive day or residential services, the Support Coordinator is responsible to document the meeting minutes.
3. After confirming information with the individual, legal guardian and service providers, the SC revises/amends the ISP accordingly and in a timely way, and uploads the form and applicable assessments in iRecord.
4. When reviewing the ISP, the SC Supervisor (SCS) checks iRecord for the presence of an ISP Revision and Notification Form and/or ISP Worksheet(s) and ensures information is accurately reflected in the ISP.
5. The SC distributes the revised or amended ISP to all team members within three working days.
Notes
1. As an active participant of the planning team, the individual should be aware of the recommended changes and have opportunity to provide input and/or feedback.
2. ISP signatures and approval must be obtained when there are changes/additions to outcomes, services, providers, units or start/end dates.
3. Minor ISP changes (amendments) are allowed without a formal plan revision through the Amended ISP feature. 
4. Examples of possible ISP changes for various ISP categories are outlined in the table below. 

	ISP Categories
	Examples that may lead to changes to supervision and/or support needs

	Medication 
	New medication, discontinued medication, change in self-administration

	Physician’s orders
	Other than medication changes

	Service Changes
	Addition, revision or discontinuation of a service

	Allergies
	Environmental, food, medication

	Diet
	Food/liquid preparation, mealtime supervision, special/prescribed diet, feeding tube, restrictions/guidelines, etc.

	Health Hazards/Concerns
	Aspiration, bowel impaction, choking, constipation, dehydration, falling seizures, swallowing disorder, high/low blood pressure, high/low cholesterol, skin conditions, diabetes, other conditions (i.e. respiratory/breathing, heart, digestive, bladder or kidney, musculoskeletal)

	Behavior/Sensory Needs
	Aggression toward self/others, eats/mouths inedible objects, smears feces, takes clothes off in public, masturbates in public, sexually touches others, sexually predatory behavior, elopement/walkaway, fears/phobias, interactions with adults/children/pets/strangers, sensory issue with lights/proximity/touch/scent/sounds/temperature, etc.

	Mobility/Adaptive Equipment
	Mobility, stairs (going up or down), transfers, getting in or out of a vehicle, crutches, walker, wheelchair, communication device, eyeglasses, diabetes-related equipment, incontinent products, etc.

	Support Settings: Community, Home, Work
	Supervision needs, alone time, being alone in a vehicle, finances/ purchases/money management, household chores, evacuation plan, support/supervision during an emergency, asking for help, using the bathroom, etc.

	Home and Community-Based Settings (HCBS) 
	Changes in modifications or restrictions

	[image: cid:image002.jpg@01DA9C9B.873348C0]
	Individualized Service Plan (ISP)
Revision and Notification Form



	Identifying Information

	Individual’s Name: Enter text.
DDD ID: Enter text.
	Date provided to the Support Coordinator: Enter a date.

	Person completing this form: Enter text.
Title: Enter text.
	Phone Number: Enter text.
Email Address: Enter text.

	Enter providers’ names as applicable. Select one checkbox to show which agency you are from.
☐ Residential Provider: Enter text.

	☐ Day Habilitation Provider: Enter text.

	Support Coordination Agency: Enter text.	

	Support Coordinator: Enter text.
	Phone Number: Enter text.
Email Address: Enter text.

	 
Reason for Completing this Form                Check all that apply, and complete only the corresponding section(s) below.

	☐ Medication changes 
☐ Physician’s orders
☐ Service changes
☐ Health & Nutrition (Planning team discussion may be appropriate.)

	☐ Allergies 

	☐ Diet 

	☐ Health Hazards/Concerns

	☐ Other: Enter text.

	☐ Safety & Supports (Planning team discussion may be appropriate.)

	☐ Behavior/Sensory Needs 

	☐ Mobility/Adaptive Equipment 

	☐ Support Settings: Community, Home, Work

	☐ Other: Enter text.

	☐ Emergency Contacts / Emergency Backup Plan
☐ Home and Community-Based Settings (HCBS) modification  
☐ Meeting Minutes



	Medication Changes                                                                           To add rows, click in the last row and click the plus sign.

	Type of change
	Medication 
	Dosage
	Frequency 
	Note

	Choose an item.	Enter text.
	Enter text.
	Enter text.
	Enter text.

	If there is a change in self administration, please describe (ensure a Self-Medication Assessment is shared with the SC):
Enter text.



	Physician’s Orders                                                                               To add rows, click in the last row and click the plus sign.

	New Order or Change in Order
	Note

	Enter text.
	Enter text.

	Service Changes                                                                                   To add rows, click in the last row and click the plus sign.

	Type of change
	Service
	Provider Name 
	Units / Week 
	Exceptions
	Start Date

	Choose an item.	Enter text.
	Enter text.
	Enter text.
	Enter text.
	Enter text.

	Service(s) Discontinued
	Provider Name 
	End Date 

	Enter text.
	Enter text.
	Enter text.



	Health & Nutrition

	For all updates under Health & Nutrition, please enter a detailed description:

	Enter text.



	Safety & Supports

	For all updates under Safety & Supports, please enter a detailed description:

	Enter text.



	Emergency Contacts / Emergency Backup Plan

	For updates to Emergency Contacts and/or the Emergency Backup Plan, please enter a detailed description:

	Enter text.



	Home and Community Based Settings (HCBS) Modification

	Is an existing rights restriction being removed?
	Yes ☐     No ☐

	If yes, please explain: Enter text.

	Does the individual require a new rights restriction or other HCBS modification?
If yes, answer each of the following: 
	Yes ☐     No ☐

	Describe the specific restriction or modification, and explain why it is needed:
Enter text.

	Describe positive interventions and less intrusive methods that were attempted and unsuccessful:
Enter text.

	Describe the intervention and explain how it is in proportion to the assessed need:
Enter text.

	Describe the data review to measure the ongoing effectiveness of the intervention:
Enter text.

	Describe the established time frame for reviewing the modification to determine if it’s still necessary:
Enter text.

	Has informed consent been received from the individual/legal guardian?
	Yes ☐     No ☐

	Will the modification cause any harm?
	Yes ☐     No ☐

	Additional comments/recommendations: Enter text.



	Meeting Minutes

	If the planning team meets about changes or concerns regarding behavioral/mental health, or because of a distressing event/change in circumstances, an updated Mental Health Pre-Screening Checklist is required.

	Name of the person completing meeting minutes: Enter text.

	Meeting Minutes: Enter text.

	Meeting Participants, if applicable                                                   To add rows, click in the last row and click the plus sign.

	Role / Relationship
	Name
	Relationship
	Date

	Individual
	Enter text.
	Enter text.
	Enter a date.

	Legal Guardian 
	Enter text.
	Enter text.
	Enter a date.

	Family Member 
	Enter text.
	Enter text.
	Enter a date.

	Support Coordinator
	Enter text.
	Enter text.
	Enter a date.

	Residential Provider
	Enter text.
	Enter text.
	Enter a date.

	Day Habilitation Provider
	Enter text.
	Enter text. 
	Enter a date.
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