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[bookmark: _GoBack][bookmark: Text1][bookmark: Text117][bookmark: Text118]IRP Dates:   /  /    
	CONSUMER INFORMATION

	[bookmark: Text9]First Name:      
	[bookmark: Text139]Middle Name/Initial:      
	[bookmark: Text140]Last Name:      

	[bookmark: Text10][bookmark: Text115][bookmark: Text116]DOB:   /  /    
	[bookmark: Text17]Social Security #:      
	[bookmark: Text18]MA#:      

	[bookmark: Text141]Consumer Responsible Party:      


	
	DSM-V

	Behavioral 

	Diagnostic Category, Code, Description:      

	[bookmark: Text142] Diagnostic Category, Code, Description:      

	Diagnostic Category, Code, Description:      

	Medical 

	Diagnostic Category, Code, Description:      

	 Diagnostic Category, Code, Description:      

	Diagnostic Category, Code, Description:      



	Social Element Impacting Diagnosis 
	Degree of Impairment or Need

	
	None/NA
	Mild
	Moderate
	Severe

	Problems in Family Relations:
	[bookmark: Check25]|_|
	|_|
	|_|
	|_|

	Problems in Social Relations: 
	|_|
	|_|
	|_|
	|_|

	Legal Issues: 
	|_|
	|_|
	|_|
	|_|

	School/Work Problems: 
	|_|
	|_|
	|_|
	|_|

	Custody/Placement Issues:
	|_|
	|_|
	|_|
	|_|

	Financial Difficulties:
	|_|
	|_|
	|_|
	|_|

	Problems in Living Situation
	|_|
	|_|
	|_|
	|_|

	Physical Health
	|_|
	|_|
	|_|
	|_|

	[bookmark: Text143]Current GAF:     

	Since last authorization request, GAF score has
	|_| Increased
	|_| Decreased
	|_| Not Changed
	|_|Unknown/NA






     

Client:                                         DOB:                                                      Date:      

	REHABILITATION PLAN

	Need/Skill Area/Domain
	Degree of Impairment or Need

	
	None/NA
	Mild
	Moderate
	Severe

	Anger/Temper
	|_|
	|_|
	|_|
	|_|

	Home/Housing: 
	|_|
	|_|
	|_|
	|_|

	Social Relationships:
	|_|
	|_|
	|_|
	|_|

	Academic Performance:
	|_|
	|_|
	|_|
	|_|

	Community Living
	|_|
	|_|
	|_|
	|_|

	[bookmark: Text144]Describe Consumer’s Strengths and Skills:      

	[bookmark: Check26][bookmark: Check27]Is the Consumer/Caregiver involved in forming the Rehabilitation plan?  |_|Yes   |_|No

	[bookmark: Text145]Consumer’s Expectation of Rehabilitation:      



	REHABILITATION SERVICE PLAN GOALS

	Rehabilitation Goal #1:
[bookmark: Text147]Target Date:      
	[bookmark: Text146]     

	Staff Interventions:
	[bookmark: Text148]     

	Client Actions: 
	[bookmark: Text149]     

	Family/Caregiver/Guardian role in Rehabilitation Planning and Interventions:
	[bookmark: Text150]     

	Service Outcomes:
	[bookmark: Text151]Improvement in Symptoms:      

	
	Improvement in Functioning:      

	
	Improvement in Skills:      



	REHABILITATION SERVICE PLAN GOALS

	Rehabilitation Goal #2:
Target Date:      
	     

	Staff Interventions:
	     

	Client Actions: 
	     

	Family/Caregiver/Guardian role in Rehabilitation Planning and Interventions:
	     

	Service Outcomes:
	Improvement in Symptoms:      

	
	Improvement in Functioning:      

	
	Improvement in Skills:      


Client:                                         DOB:                                                        Date:      

	REHABILITATION SERVICE PLAN GOALS

	Rehabilitation Goal #3:
Target Date:      
	     

	Staff Interventions:
	     

	Client Actions: 
	     

	Family/Caregiver/Guardian role in Rehabilitation Planning and Interventions:
	     

	Service Outcomes:
	Improvement in Symptoms:      

	
	Improvement in Functioning:      

	
	Improvement in Skills:      























Acknowledgement of IRP Review
[bookmark: Check28]|_| I have reviewed and received a copy of the Individual Rehabilitation Plan. 
|_| I have reviewed and declined a copy of the Individual Rehabilitation Plan. 

	TRANSITIION/DISCHARGE PLAN

	Is discharge anticipated during the authorization period?
	[bookmark: Check29][bookmark: Check30]|_|No   |_| Yes

	Projected date of transition/discharge: 
	[bookmark: Text152][bookmark: Text153][bookmark: Text154]  /  /    

	Anticipated step down service:
	[bookmark: Text155]     

	Plan for transition/discharge:
	[bookmark: Text156]     




												
Consumer Signature							Date


												
Parent/Guardian Signature (If applicable)				Date


												
Signature/License/Title/Relationship to Consumer			Date


												
Signature/License/Title/Relationship to Consumer			Date


												
Signature/License/Title/Relationship to Consumer			Date


												
Signature/License/Title/Relationship to Consumer			Date

UPDATED 10/2019                                        		
   
Updated 10/2019                                        		
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ALL WALKS OF LIFE



“PRESERVATION OF SELF AND COMMUNITY”











