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	Name: 
	__________________________________
	Medicaid#:
	__________________
	Date of Plan:
	_________________________________________


	Service(s) provided
	Service Goal(s)
	Funding 
source
	Estimated Funding
Amount
	Frequency of service
	Provider 
	Provider 

training
	Start Date
	Unit(s)

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


ATTENDANCE AT MEETING TO DEVELOP THE PLAN       
	Signature
	Date
	Relationship

	
	
	

	
	
	

	
	
	

	
	
	

	Date copy of plan was provided:
	


I understand that if I have any questions, comments, or concerns about my services, I know how to contact my PLANS coordinator, but I can also contact the Division of Developmental Disabilities, c/o 500 East Capitol, Pierre, SD 57501.  Toll free – 1-800-265-9684 or 605-773-3438.

PLAN REVIEWS 
(At least quarterly)

	Review Date
Coordinator initials
	Comments/ changes needed to the plan
	SC units

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	 Date a copy of this plan was provided to participant:
	___________________________________


People Leading Accessible Networks of Support





SERVICE PLAN





Family Support  360
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