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	IDAHO PSYCHOSOCIAL REHABILITATION PROGRAM
SERVICE PLAN


	Client Name:
	
	Client or SSN #
	

	Healthy Connections Physician:
	MEDICAID #
	

	Healthy Connection #                                     
	CAFAS Score #
	

	Provider Agency completing the Service Plan:

	Date of Amendment (if applicable):
	

	Comment (What is being amended and why):
	

	DATE OF PLAN:
	
	120 Day Rev.
	
	240 Day  Rev.
	
	Annual Update:
	

	(P)= Principal Diagnosis                                                    DIAGNOSTIC SUMMARY

	Axis I    :
	

	Axis II   :
	

	Axis III :
	

	Axis IV :
	

	Axis V  :       Current GAF
	
	  Highest Past GAF 
	
	

	

	Duration of Principal Diagnosis
	              Functional Areas Identified as Deficits in the Assessment              (See IDAPA 16.03.09.450.02.b)

	
	
	Less than one year
	
	
	 Health/Medical
	
	 Social/interpersonal
	
	 Housing

	
	
	One to two years
	
	
	 Vocational/Educational
	
	 Family
	
	 Community/Legal

	
	
	More than two years
	
	
	 Financial
	
	 Basic Living Skills


	Services are intended to promote the highest possible functional level through restoration and skill maintenance. (see IDAPA 16.03.09.450)

Services must support the goals of PSR, which are maximum reduction of mental disability and achievement of the highest possible functioning level for that individual. The service plan identifies the goal(s), areas of need, the objectives and the total number of hours and types of services (Tasks) estimated to achieve all objectives based on the ability of the recipient to effectively utilize services. (see IDAPA 16.03.09.453.02)

The Tasks are to identify specific time-limited activities designed to accomplish the objectives. (see IDAPA 16.03.09.453.02).

The recipient shall be part of the development of the service plan.

The plan is to include a statement identifying the recipient's goal relative to the goals of PSR as identified in IDAPA 16.03.09.450 and 453.02).

For Adults, include as one of these tasks the completion of the Idaho Mental Health Profile Form at plan initiation, annually and at discharge.    

Use the following format in completing this plan.  Identify only the number of goals which are realistic for the client to work on during the period of time of this plan.  The Goal for each Issue should be developed cooperatively with the participant/guardian and the PSR provider completing this plan.  

	Functional Area I: 

Issue I:

Goal I: 

Objective I.A. (Are concrete and measurable and include time frames for completion)
        Task I.A.1. (Specific, time-limited activities) 

        Task I.A.2. (Specific, time-limited activities)  
	Expected End Date I.A.

     

	Type, freq & hrs

     

	Functional Area II: 

Issue II:

Goal II:

Objective II.A. (Are concrete and measurable and include time frames for completion)
        Task II.A.1. (Specific, time-limited activities)  
        Task II.A.2. (Specific, time-limited activities)  
	Expected End Date II.A.


	Type, freq & hrs

	Functional Area III:

Issue III:

Goal III:

Objective III.A. (Are concrete and measurable and include time frames for completion)
        Task III.A.1. (Specific, time-limited activities)  
        Task III.A.2. (Specific, time-limited activities)  
	Expected End Date III.A.


	Type, freq & hrs

	Functional Area IV:

Issue IV:

Goal IV:

Objective IV.A. (Are concrete and measurable and include time frames for completion)
        Task IV.A.1. (Specific, time-limited activities)
        Task IV.A.2. (Specific, time-limited activities)
	Expected End Date IV.A.


	Type, freq & hrs



	Functional Area V:

Issue V:

Goal V:

Objective V.A. (Are concrete and measurable and include time frames for completion)
        Task V.A.1. (Specific, time-limited activities)  
        Task V.A.2. (Specific, time-limited activities)  
	Expected End Date V.A.


	Type, freq & hrs



	Functional Area VI:

Issue VI:

Goal VI:

Objective VI.A. (Are concrete and measurable and include time frames for completion)
        Task VI.A.1. (Specific, time-limited activities)  
        Task VI.A.2. (Specific, time-limited activities)
	Expected End Date VI.A.
	Type, freq & hrs


SIGNATURES OF PARTICIPANTS IN DEVELOPING THE SERVICE PLAN

	I have been informed that I have a choice of Psychosocial Rehabilitation Service Providers.  My choices of Provider(s) are: 

	Rehabilitation Services :
	
	Rehabilitation Services : 
	

	Rehabilitation Services :
	
	Rehabilitation Services :
	

	I participated in the development of this Service Plan, have received a copy, and I agree to its content. 

I give my consent for information exchange among the RMHA and the Psychosocial Rehabilitation service provider(s) as necessary for my care and treatment until this plan is amended or for one year, whichever comes first.

	Client/Guardian:
	
	Date:
	
	

	Mental Health Professional:
	
	Date:
	
	

	Other:
	
	Date:
	
	

	
	
	
	
	

	I reviewed this client's plan and record, and indicate that the provision of Psychosocial Rehabilitation Services and/or Targeted Case Management Services is medically necessary. 



	Physician Signature:
	
	Date:
	
	

	


	Idaho Psychosocial Rehabilitation Services

Service Plan Authorization

(PSR Providers: Please complete all items in this box.)

	Provider/Region:
	
	Client Name:
	

	Provider #:
	
	MID#:
	

	Agency Phone:
	
	Agency Fax:
	

	
	
	
	

	
	
	

	RMHA USE ONLY

	   IPA Start Date:
	
	I   PA #:
	 

	   Service Plan Start:
	
	    End Date:
	

	
	
	
	

	DESCRIPTION:

CODE:


	Individual

PSR

H2017
	Group

PSR

H2014
	Collateral Contact

(Modifiers)

Telephone HE

Parent Gp HQ

90887
	Pharm.

Mgmt.

90862
	Service 

 Plan 

Development

H0032
	Assessment

Plan

H0031
	Psychotherapy

 Ind.:     90804  ( 

              90806  (
              90808  (
Family: 90847  (
Group:  90853  (
	Nursing Services

T1001
	Other



	TOTAL Approved

UNITS per:

          (  Year

          ( 120-days
	
	
	
	
	
	
	
	
	



(   Plan is approved as submitted.

  
(   Plan is approved with following modifications:


       Units reduced from ______/yr to _______/yr in:   (RHIP-H2017
   (RHCC-90887     (RHGP-H2014


        
      Reason for reduced hours:                                                                                                                      .
                                                                                                                                                                                      .

                                                                                                                                                                                      .

  
       Other modifications: 
MHA Reviewer:                                                                     .
DATE:                                                                     .


(Please modify plan as noted and keep in client’s file.  KEEP THIS FORM IN FRONT OF CLIENT FILE.

