PARTICIPANT NAME: [Type text]	 MID #: [Type text]	 PLAN DATE: [Type text]

	[bookmark: _GoBack]Support and Spending Plan Change #_______ Authorization

	Service, Task or Good
	Vendor/Provider
	+/-
	Change
	New Authorized Amount

	Personal Support
To maintain health, safety, and basic quality of life.

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	Beginning                      Authorized Amount
	
	Net 
Change
	Ending Authorized Amount

	Net Change:
	
	
	
	

	Emotional Support 
To learn and practice behaviors consistent with goals and wishes while minimizing interfering behaviors

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	Beginning   Authorized Amount
	
	Net Change
	Ending Authorized Amount

	Net Change:
	
	
	
	

	   Learning Support 
To learn new skills or improve existing skills that relate to identified goals.

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	Beginning                        Authorized Amount
	
	Net Change
	Ending Authorized Amount

	Net Change:
	
	
	
	

	Relationship Support
To establish and maintain positive relationships with family members, friends, spouse, 
or others in order to build a natural support network and community.

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	Beginning                        Authorized Amount
	
	Net Change
	Ending Authorized Amount

	Net Change:
	
	
	
	

	Service, Task or Good
	Vendor/Provider
	+/-
	Change
	New Authorized Amount

	Job Support
To secure and maintain employment or attain job advancement.

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	Beginning                        Authorized Amount
	
	Net 
Change
	Ending Authorized Amount

	Net Change:
	
	
	
	

	  Adaptive Equipment
Equipment that meets a medical or accessibility need and promotes increased independence.

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	Beginning                        Authorized Amount
	
	Net  Change
	Ending Authorized Amount

	Net Change:
	
	
	
	

	Transportation Support  
To accomplish identified goals through gaining access to community services, activities and resources.

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	Beginning                         Authorized Amount
	
	Net 
Change
	Ending Authorized Amount

	Net Change:
	
	
	
	

	Skilled Nursing Support

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	Beginning                         Authorized Amount
	
	Net Change
	Ending Authorized Amount

	Net Change:
	
	
	
	




	Service, Task, or Good
	Vendor/Provider
	+/-
	Change
	New Authorized Amount

	Support Broker Services

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	Beginning                              Authorized Amount
	
	Net Change
	Ending Authorized Amount

	Net Change:
	
	
	
	

	Fiscal Employer Agent

	
	
	
	
	

	
	
	
	
	

	
	Beginning                              Authorized Amount
	
	Net Change
	Ending Authorized Amount

	Net Change:
	
	
	
	






      +	          ADD TOTAL:  $   _________________
   -	DELETE TOTAL:  $ __________________
   -       REDUCE TOTAL:  $  _________________ 
   =	     NET CHANGE:  $   _________________

PLAN TOTAL COST AFTER CHANGE:  $   _________________

__________________________________________________________________________________________________
SUPPORT BROKER SIGNATURE                             		                                                                     DATE		 

ADDRESS: ___________________________________________________   PHONE: _______________________________


Please make the changes described to my Support and Spending Plan:

__________________________________________________________________________________________________
PARTICIPANT SIGNATURE                                                                                                      DATE  
__________________________________________________________________________________________________
LEGAL GUARDIAN SIGNATURE                                                                                                  DATE  
                         


BDDS STAFF ONLY


                        PLAN DATES FROM ________________ TO _______________
        TOTAL ANNUAL MEDICAID BUDGET:  $__________________
                                        NET CHANGE:  $__________________
                   PLAN COST AFTER CHANGE:  $ _________________


       _______________________________________________________________
       BDDS STAFF AUTHORIZING                                                          DATE
           	                                                                        






