INDIVIDUAL SUPPORT AGREEMENT

@ BASIC FORM

ISA
suidelines
Page No.

Page 8

Page 8

Page 10

NAME: |

DESIGNATED AGENCY:

PROVIDER:

PROVIDER:

CHECK IF SELE-MANAGING [ OR FAMILY-MANAGING [
INDIVIDUAL SUPPORT AGREEMENT TERM:

BEGIN DATE: | | END DATE: | |

WHAT DO SUPPORT PEOPLE NEED TO KNOW ABOUT YOUR GOALS AND DREAMS IN ORDER TO
HELP YOU?

WHO SHOULD PEOPLE TALK TO IF THEY WANT TO LEARN MORE ABOUT YOUR GOALS AND
DREAMS?
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WHAT ARE THE AREAS OF SUPPORT YOU ARE FUNDED TO RECEIVE? HOW MUCH SUPPORT
AND WHAT IS THE COST OF THE SUPPORT THAT YOU ARE FUNDED TO RECEIVE? WHAT IS YOUR

Page 10 AUTHORIZED FUNDING LIMIT?

WAIVER O FEE-FOR-SERVICE (TCM, CLINIC, REHAB., PASARR) (J ICF/MR O
FUNDED AREA AMOUNT OF SUPPORT CosTt
SERVICE PLANNING AND COORDINATION HOURS/W EEK
COMMUNITY SUPPORTS — SERVICES HOURS/W EEK
EMPLOYMENT SERVICES — SERVICES HOURS/W EEK
GOODS DESCRIBE
RESPITE — INDIVIDUAL HOURS/W EEK
DAYS/YEAR
CLINICAL INTERVENTIONS — DESCRIBE HOURS/W EEK
UNITS/YEAR
CRISIS — INDIVIDUAL HOURS/W EEK
DAYS/YEAR
HOUSING AND HOME SUPPORT — SERVICES HOURS/W EEK
GOODS DESCRIBE
TRANSPORTATION MILES/WEEK
VAN (NO MILES)
ADMINISTRATION COSTS 5%
TOTAL AUTHORIZED FUNDINGLIMIT | $

Page 11 1. WHAT DO YOU EXPECT TO BE DIFFERENT OR TO CONTINUE AS A RESULT OF RECEIVING

SUPPORTS?
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2. WHAT ARE THE SUPPORTS YOU EXPECT FROM SUPPORT PEOPLE? DESCRIBE WHAT
Page 13 SUPPORT PEOPLE DO TO SUPPORT YOU, WHEN AND WHERE THEY SUPPORT YOU, AND HOW
THEY NEED TO SUPPORT YOU.

Page 14 3. HOW WILL YOU AND OTHERS KNOW YOUR EXPECTATIONS ARE BEING MET?

4. WHAT INFORMATION SHOULD BE GATHERED, AND HOW OFTEN IN ORDER TO TELL IF YOUR

Page 14 SUPPORTS ARE WORKING? HOW IS THIS DOCUMENTED? WHO IS RESPONSIBLE FOR
GETTING THIS INFORMATION?
Page 15 5. HOw OFTEN SHOULD A QDDP REVIEW THE INFORMATION COLLECTED ON EACH OF YOUR

EXPECTATIONS TO KNOW IF SUPPORTS ARE WORKING?
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Page 16
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6. NAME THE PERSON RESPONSIBLE FOR COORDINATING AND MONITORING YOUR ENTIRE ISA.
(THIS MUST BE A QDDP — SEE GUIDELINES FOR DETAILS.) HOW OFTEN? (THE ENTIRE ISA
MUST BE REVIEWED AT LEAST ONCE A YEAR.)

7. LIST ADDITIONAL SUPPORTS, SERVICES AND RESOURCES YOUR PROVIDER(S) WILL
COORDINATE OR PROVIDE.

8. WHO IS THE PERSON (BY NAME) RESPONSIBLE FOR ASSURING YOUR HEALTH NEEDS ARE
MET?

9. HOW MUCH OF YOUR DAY AND NIGHT DO YOU NEED SOMEONE WITH YOU TO BE SAFE?

10. DESCRIBE OTHER SPECIFIC RESTRICTIONS THAT YOU HAVE? FOR EXAMPLE, ARE YOUR
ACTIVITIES OR YOUR RIGHTS RESTRICTED IN ANY WAY? YOU AND YOUR GUARDIAN (IF YOU
HAVE ONE) MUST GIVE APPROVAL FOR THIS TO HAPPEN (UNLESS IT IS COURT ORDERED)
AND THEY MUST BE INCLUDED AS A PART OF THIS ISA.

11. DESCRIBE HOW YOU COMMUNICATE WITH OTHERS. DO YOU HAVE A NEED TO INCREASE
YOUR ABILITY TO COMMUNICATE?
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12. DO YOU NEED ANY ACCOMMODATIONS (LIKE ADAPTIVE EQUIPMENT, SUPPORT WITH
WALKING, CLIMBING STAIRS, HANDRAILS, ETC.)?

Page 18

13. INCLUDE ANY APPROPRIATE ATTACHMENTS TO THE INDIVIDUAL SUPPORT AGREEMENT

P 1
age 18 (CHECK ALL THAT APPLY):

é EDUCATIONAL PLAN é BEHAVIOR é SPECIAL CARE
SUPPORT PLAN PROCEDURES PLAN
é COMMUNICATION PLAN é WORK PLAN é OTHER
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