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Bureau of Developmental Disability Services
Request for Home Alone Time in a CFH during the plan year

	Participant Address and Phone #:
Participant Date of Birth:   

Gender:    M   FORMCHECKBOX 
      F   FORMCHECKBOX 
 


	Guardian Name (if applicable), Address and Phone #:  

	Plan Developer: 
Plan Developer Agency and Address:

Plan Developer telephone #:
Plan Developer email:  

	
	Emergency Contact (if applicable):


	

	Upon authorization send to →

	Include PC name, contact number and email


*The Care Manager may request additional information, as needed, to determine if this request if safe and effective for the participant.
	Alone Time in a CFH
	Yes
	No
	

	Has the participant utilized alone time in the past?  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If yes, describe how much and for how long.  Why was it discontinued?

	Does the participant/guardian want to utilize alone time now?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If yes, describe how much alone time is desired by the participant (hours per day/week and days per week/year), when the participant would like to be alone (time(s) of day), where the alone time will likely occur. 


	Does the PCP team agree the participant’s functional age and cognitive skills would allow the participant to follow a home alone safety plan to reduce risk and address health and safety concerns?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If no, describe the risks or issues that the PCP team has identified that will be addressed within a safety plan.  

	Does the PCP team agree there are no issues (e.g. behavioral issues or impulse control) which would impact the participant’s ability to follow a home alone safety plan to reduce risk and address health and safety concerns?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If no, describe the risks or issues the PCP team has identified that will be addressed within a safety plan.




Authorization is requested for the alone time hours above by the following people:

    



____







___


__________________

PARTICIPANT SIGNATURE



GUARDIAN SIGNATURE (if applicable)


PLAN DEVELOPER SIGNATURE


____________________________________

_________________________________________
 
__________________________________________
DATE





DATE





DATE

**By signing this page, I am acknowledging as the plan developer that any modifications to the Individual Support Plan (ISP) that was initially developed by the person-centered planning team will only be made with the agreement of the participant/guardian and/or any applicable providers.
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