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	Individual Recovery Plan

	Consumer Name:


	Care Coordinator:
	Agency:
	Medical Record Number:

	Functional Screen Date:


	Assessment Date (COP)/
Admission Agreement Date (CCS):


	 IRP Completion Date:


	IRP Review Dates:



	

	Consumer’s Life Vision (Long-term goal):  This sentence should be in the consumer’s own words – use quotations.  The goal should be broad, global, and long-term.  It should identify a change in the consumer’s life.  It should be attainable and realistic.  It should be written in positive terms.  It should relate to a functional area that enhances recovery.  It should lead to discharge.  


	Functional Strengths of Consumer:  Get the strengths from the Assessment Summary.  Motivated?  Cultural Supports?  Skills?  Knowledge of goal requirements?  Supports/Resources?  Logistical?  Ability to control symptoms?

	1. 
	6. 

	2. 
	7. 

	3. 
	8. 

	4. 
	9. 

	5. 
	10. 

	Barriers of Consumer:  What’s keeping the consumer from their goal?  Some common barriers might include:  symptoms, behaviors, culture bound factors, skills needed, lack of knowledge, resources and supports, financial, alcohol/substance abuse, ADL skills, legal issues, family issues, safety, logistical (i.e. transportation).  1-3 is listed, more can be added or deleted.
1. 


	Barrier #


	Short-term goal / Objective:  Should be linked to removing the barrier.  Consistent with the consumer’s culture.  Builds on strengths / resources.  Behavioral, achievable, measurable, time framed, understandable, appropriate level of care.
	Interventions:  Describe the specific activity, service or treatment, the provider or other responsible person and the intended purpose or impact as it relates to this objective.  The intensity,  frequency and duration should also be specified.  Be sure to include the consumer, family/natural support system, peers, providers.
	Service Name/Code
	Service Provider/Natural Support Name/Contact Information  Includes phone number
	Start Date
	End Date
	Unit Cost  for the consumer.  i.e. copays
	Authorized Units of Service and Frequency  speak in hours, something that is understandable to the consumer.
	Funding Source

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


Participant Program (check one):
 
 FORMCHECKBOX 
 Community Options Program (COP) 
 
 FORMCHECKBOX 
 Community Recovery Services (CRS) 

 




 FORMCHECKBOX 
 Recovery Support Services (RSC) 

 FORMCHECKBOX 
 Comprehensive Community Services (CCS)






 FORMCHECKBOX 
 Targeted Case Management (TCM)
               FORMCHECKBOX 
 Community Support Program (CSP)

 FORMCHECKBOX 
 I have been informed of and understand my choices in the above selected program, including my approval or rejection of the services and providers listed on this service plan. 

 FORMCHECKBOX 
 I was informed verbally and in writing of my rights and responsibilities of the above selected program. 

 FORMCHECKBOX 
 By my signature below I indicate I have chosen to accept community services through the above selected program. 

(CCS ONLY): I _____________________________, as the Mental Health Professional have reviewed and approve the contents of this IRP. 

________________________________________________



______________________________
Signature










Date

(CCS ONLY): I _____________________________, as the Substance Abuse Professional (only if in SUD services) have reviewed and approve the contents of this IRP. 

_______________________________________________



______________________________

Signature










Date

	Signature – Participant (Required for ALL services)

	Date

	Signature - Guardian/Authorized Representative/ Parent

	Print Name
	Address
	Phone Number
	Date

	Signature - Care Coordinator/Case Manager

	Print Name
	Address
	Phone Number
	Date

	Signature- Supervisor/Clinical Coordinator
	Print Name
	Address
	Phone Number
	Date

	Signature- Psychiatrist (CSP ONLY)
	Print Name
	Address
	Phone Number
	Date

	Signatures of Additional Team Members (Optional)

	Signature 


	Print Name
	Relationship to Client
	Address 
	Phone Number
	Date

	Signature
	Print Name 
	Relationship to Client
	Address
	Phone Number
	Date

	Signature 


	Print Name
	Relationship to Client
	Address
	Phone Number
	Date

	Signature
	Print Name 
	Relationship to Client
	Address
	Phone Number
	Date


Prohibition on Redisclosure: This notice accompanies a disclosure of information concerning a client in alcohol/drug abuse treatment, made to you with the consent of such client. This information has been disclosed to you from records protected by Federal 42 CFR Part 2 & 45 CFR Part 164 and The State of Wisconsin s.51.30 & s.146.82 confidentiality statutes. The Federal and State of Wisconsin statutes prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by Federal 42 CFR Part 2 & 45 CFR Part 164 and The State of Wisconsin s.51.30 & s.146.82. A general authorization for the release of medical or other information is NOT sufficient for this purpose. The Federal and State of Wisconsin statutes restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient. 
	DOMAINS TO CONSIDER

	· Work and Education
	· Social Participation/Interpersonal Relationships
	· Family
	· Legal
	· Physical Environment
	· Housing

	· Mental/Emotional Health
	· Leisure Time Activity
	· Physical/Medical Health
	· Safety
	· Community Contacts
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