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	Children’s Service Coordination Plan



	Part A:  Assessment Summary

	Child’s Name:      
	Date of Birth:      
	MID#:       

	Region:      
	Agency:      
	Date Plan Written:      

	Service Coordinator:      
	SC Phone Number(s):      

	Paraprofessional:      
	Para Phone Number(s):      

	Child’s Mailing Address:      

	Child’s Physical Address:      

	Living Arrangement (check one):

           FORMCHECKBOX 
 parent(s)       FORMCHECKBOX 
 foster home          FORMCHECKBOX 
 24-hour PCS home         FORMCHECKBOX 
 Other describe:      

	Biological Parent(s) Name(s):      
Step-Parent(s) Name(s):      
Guardian(s) Name(s):      
Foster Parent(s) Name(s):                                                                                 

Phone Number:       Address:      
Phone Number:       Address:      
Phone Number:       Address:      
Phone Number:       Address:      


	Primary Caregiver(s):      
	Relationship to Child:      

	Description of Child and Diagnoses:       

	List of individuals, including the participant, who participated in the development of this plan and their relationship to the participant:  

	Name; Relationship:       ;      
      ;      
      ;      
	Name; Relationship:       ;      
       ;      
      ;      


	Based on the Service Coordination Assessment:                        (required elements of Plan)

	What do the parents want or need for their child in the coming year?       


	What transitions need to be facilitated in the coming year?      


	The family and/or participant can access the following services/supports independently:      


	List of needs identified during assessment including gaps in services and supports:      


	List of potential risks identified during assessment:   
OR 
 FORMCHECKBOX 
 No potential risks identified

     


	180 Day Progress Review will occur by (date): 
Annual Reassessment will occur by (date):            



	Current Physician’s/Health Connections Referral for service coordination expires:      
To assure continuity of service, Service Coordinator will coordinate renewal of Physician’s/Healthy Connections referral for assessment and service provision by:       


	Complete table below.  List all formal and informal services and supports currently received by the participant.  Include services funded by Medicaid, other public or private programs/entities and natural supports.



	Type of service or support
	Specific Provider

(Agency or Individual)
	Anticipated

Dates of delivery
	Amount, Frequency and Duration of service
	Estimated cost per hour


	Funding Source

(e.g., Medicaid, private insurance, Natural Support)

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	Service Coordinators do not have to be available on a 24 hour basis, but all CSC plans must include an objective describing what to do in an emergency. (Specifically address risk issues identified in assessment as appropriate.) 

What will the participant, family and/or provider do in an emergency situation:      
How will the SC coordinate services after an emergency:      


	To meet  the needs of the family and facilitate progress on the attached goals, the following schedule of type of contact will be maintained.  Minimum Standard: Service Coordinator must have a face-to- face contact every 90 days with the participant.

Frequency of contact:                                          Person to be contacted:         

Mode of contact:       

	Service Coordinator Signature: 




                         Date: 




By signing below, I give consent for services described in this Children’s Service Coordination Plan:

Please sign after development of Part A and Part B.

Parent/Guardian Name (print):_________________________________________________________
Parent/Guardian Signature: 



                

 Date: 
            
*
Signature of Participant if over 18: 



            
 Date: 
            
*

* Children’s Service Coordination Plans cannot be effective before the date that the child’s parent or   

   legal guardian has signed the plan.




	Part B:  Goals and Objectives

	Children’s Service Coordination Plan for:      
	Page #      

	Plan effective date:        

	Goal #       :       

What risk, unmet need, service gap or problem does this goal address:      
Time frame to achieve this goal:       

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      


*  Please include parent/caregiver responsibilities

	Children’s Service Coordination Plan for:      
	Page #      

	Plan effective date:        

	Goal #       :       

What risk, unmet need, service gap or problem does this goal address:      
Time frame to achieve this goal:       

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      


* Please include parent/caregiver responsibilities

	Children’s Service Coordination Plan for:      
	Page #      

	Plan effective date:        

	Goal #       :       

What risk, unmet need, service gap or problem does this goal address:      
Time frame to achieve this goal:       

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      


* Please include parent/caregiver responsibilities

	Children’s Service Coordination Plan for:      
	Page #      

	Plan effective date:        

	Goal #       :       

What risk, unmet need, service gap or problem does this goal address:      
Time frame to achieve this goal:       

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      


* Please include parent/caregiver responsibilities

	Children’s Service Coordination Plan for:      
	Page #      

	Plan effective date:        

	Goal #       :       

What risk, unmet need, service gap or problem does this goal address:      
Time frame to achieve this goal:       

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      


* Please include parent/caregiver responsibilities

	Children’s Service Coordination Plan for:      
	Page #      

	Plan effective date:        

	Goal #       :       

What risk, unmet need, service gap or problem does this goal address:      
Time frame to achieve this goal:       

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      


* Please include parent/caregiver responsibilities

	Children’s Service Coordination Plan for:      
	Page #      

	Plan effective date:        

	Goal #       :       

What risk, unmet need, service gap or problem does this goal address:      
Time frame to achieve this goal:       

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      

	Objective #       :      
Start Date:       End Date:       

Steps to accomplish objective and person responsible for each step*:      


* Please include parent/caregiver responsibilities

For H&W use only


Date Received:  
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