See Attachment 4 for instructions and sample

DRS-384-08/15             INDEPENDENT LIVING PLAN\WAIVER

Client Name_________________________________________________________
WAIVER

Although I have been offered an Independent Living Plan, I have determined that a Plan is NOT necessary for achieving my independent living goals and objectives.  I understand I will not have the opportunity for an annual review.

Client Signature _________________________________ Date __________
Signature and date are required if an ILP is unnecessary.
	*   Do not complete ILP section if client signs a waiver.   

	

	INDEPENDENT LIVING PLAN

	

	*  ( Goal:
	A) ___Self-Advocacy/ Self-Empowerment

D) ___ Community-Based Living 
G)        Self-Care

J) ____ Relocation from a Nursing Home or Institution
	B) ___ Communications

E) ___ Educational

H) ___ Information Access/Technology 

K ____ Community/Social Participation

	C) ___ Mobility/ Transportation
F)____ Vocational

I) ___ Personal Resource Management
L) ___ Other



	

	Write the intermediate objective(s) , list the service(s) to be provided for achieving the objective, & estimate the length of time to complete each objective.

	* Objective                                    Service      __________________ Length of time_ 

	

	

	

	

	

	

	

	

	* Estimated length of time to complete ENTIRE ILP ___________________


*   Reviews:  Indicate the date scheduled, date completed and resulting comments for reviewing the ILP.  A review must be completed as often as necessary, at a minimum annually, to determine whether services need to be continued, modified, or discontinued, or whether the individual should be referred to a vocational rehabilitation program.

Date Scheduled





 Date Completed

Comments

Date Scheduled





 Date Completed

Comments

Date Scheduled





 Date Completed

Comments

CLIENT'S RIGHTS


I agree that this document only outlines my independent living plan that lists the nature of and duration of the goals and objectives to be achieved.  This document can be amended on the basis of changing circumstances or need.  It is my right to be fully consulted regarding this document and any future changes.  The plan will be reviewed with me at least annually and when the services are completed to determine the progress made in meeting my goals.

The Client Assistance Program may provide assistance if I need help in resolving problems or misunderstandings in obtaining services.  I may contact their representative by writing or calling: Client Assistance Program, 221 S. Central Avenue, Suite 38, Pierre, SD 57501. Telephone: (605) 224-8294 or 1-800-658-4782 (toll-free)(voice or TDD).

* Client/Representative Signature 



        Date

* Initial ILP ___       Amended ILP ___

* IL Specialist Signature






Date

