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[bookmark: _GoBack]Supported Living Implementation Plan

Name: ________________________________                  Phone: ________________________
Address: ___________________________________________________
	  ___________________________________________________
Support Coordinator: _____________________________________________
Supported Living Coach: __________________________________________
24HR/7 DAYS PER WEEK & BACK UP CONTACT NUMBERS:
COACH: ____________________ PHONE: ________________; 561-584-3005 (CENTRAL CARE SERVICES)
GOALS FROM SUPPORT PLAN TO BE ADDRESSED:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
THE NON-NEGOTIABLES 
 _____________________________________________________________________________________
INFORMED CHOICES ON INDIVDUAL PREFERENCES
_____________________________________________________________________________________ 
Strategy and Methodology
Support Plan Goal: _____________________________________________________________________________________ 
IP Objective: _____________________________________________________________________________________
*Methodology: Visualization, Verbal Prompting, Incidental Learning, Role playing, Modeling
	Short term Objective
# 1
	_________________________________________________
________________________________________________
Methodology: _______________________________ 
________________________________________________
________________________________________________
Methodology: ________________________________
	Start Date


End Date



	Short term Objective
# 2
	
_________________________________________________
________________________________________________
Methodology: _____________________________
________________________________________________
________________________________________________
Methodology: __________________________________ 

	Start Date


End Date



	Short term objective
# 3
	
_________________________________________________
________________________________________________
Methodology: _____________________________
________________________________________________
________________________________________________
Methodology: __________________________________ 

	Start Date


End Date



	Short term Objective
# 4
	
_________________________________________________
________________________________________________
Methodology: _____________________________
________________________________________________
________________________________________________
Methodology: __________________________________ 

	Start Date

End Date





FREQUENCY AND TIME FRAME:
The service should be rendered on a weekly basis, or whenever Individual’s goals need to be addressed. Data will be collected every week through daily case notes and monthly progress notes. 
MATERIALS NEEDED:
 ______________________________________      ______________________________________
  ______________________________________      ______________________________________

How home, health community safety needs will be addressed, and supports needed to meet those needs?
· Review seasonal precautions such as severe weather preparedness, proper dress, adequate heating, hypothermia, heat exhaustion/stroke, dehydration, etc.
· Disaster Plan will be updated annually and anytime Individual changes residence.
· Assist with equipping home with first aid kit, fire extinguisher, smoke detector, and disaster kit and review their use quarterly.
· Complete a quarterly health and safety review and housing survey.
· Individual received assistance to maintain a clean home environment.
· Functional Community Assessment has been used to assist in the development of strategies to implement goals. 
How natural and generic supports available through family, friends, neighbors, and the community-at-large will be used?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________. 

What level (# of hours) of Supported Living Coaching services is authorized on the service authorization?

 __________________________ hours per week

Signatures:

___________________________________________                       ____________________________
Individual’s Signature								Date


___________________________________________                      _____________________________
Supported Living Coach								Date
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