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WEST VIRGINIA I/DD WAIVER  
INDIVIDUALIZED PROGRAM PLAN (IPP) 

Meeting Date:                                                              Date this Plan will be Reviewed:      
                                                                                       Date this Plan will be Effective:      

Type of IDT Meeting 
Annual  3-month  6-month  9-month  Critical Juncture  Transfer  Discharge 

Demographics 
Member Name:      
Address:        
                        
Phone Number:       
Date of Birth:      

Additional Insurance (if applicable): 
      

Date of Financial Eligibility:      
Date of Medical Eligibility:      
Anchor Date:      

Legal Representative:      
Yes  No   

If “Yes”  Full   Limited 

Name:      
Address:      
      
Phone:      

Health Care Surrogate: 
 Yes    No 
Name:      
Address:      
       
Phone:      

Medical Power of Attorney: 
Yes    No 

Name:       
Address:      
      
Phone:      

Payee:   Yes No 
Name:        

Address:      

      

Phone #:                                              

Conservator: Yes No 
Name:      

Address:      

       

Phone#:        

Interventions for Maladaptive 
Behavior            Not Applicable 
      Date of Functional 
Assessment 

      Date of Positive Behavior 
Support Plan or Protocol 

      Date of HRC Approval  

Service Coordination 
SC Name:      

SC Provider Agency:      

SC Telephone #, ext:      

SC e-mail:      

Check Attachments  
 Crisis Plan (required for Annual and 6-month IPPs) 

Positive Behavior Support Plan/Protocol (required, if 
applicable, for Annual and 6-month IPPs) 

Participant-Directed Spending Plan (if applicable) 
Budget from CareConnection® (required) 

 Other:______________________________________ 

I/DD Waiver Budget Information: 
Assessed Individualized Budget Amount:   
$      
Cost of I/DD Waiver Services Annually: 
$      

Service Model Choice  
Traditional 

 
Traditional and Agency with Choice  

 
Traditional and Personal Options 
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Meeting Minutes 
(Use additional pages, as necessary) 

Who attended this meeting?  Did any team members attend by phone, and why? 
 

 

 

 

 

 

 

Summary of what was discussed during this meeting: 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Meeting Minutes Completed By  
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 Goals and Dreams 
Goals and dreams should be carried through the rest of this plan and incorporated into the 

Service and Habilitation Plans including responsible persons and/or provider and timelines for 
making plans happen.  ( Use additional space, as necessary) 

What are my short-term and long-term goals and dreams? Goals should be positive 
and possible.  (Where do I want to live?  Ideal job?  Who do I want to live with?  Dream 
vacation?  What do I want to learn?)  Who is going to help me achieve these 
goals/dreams? 

Short-term goals:   
 
Long-term goals: 
 

What do I expect to be different as a result of receiving services and supports?  What 
outcomes do I expect to accomplish with the help of supports?   

 
 

What are things that I like and dislike?  What things do I consider pleasant and important?  
What do I like to do during my leisure time?  What community activities do I enjoy? 

 
 

 

 What are my strengths?  What am I good at? 

 
 
 

 
 

Circle of Support 
Intimacy:  Who can I count on 

 

Friendship:  Who is a good friend? 

 

Participation:  List people, organizations, or networks you are involved with:  

 

Exchange:  People who are paid to be in my life (staff): 

 

Who I would like to participate in developing my plan? 
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Evaluation Date of 
Evaluation 

Summary of Assessment/Evaluations Results and 
Recommendations (List all assessments used to develop the service 
and habilitation plan; use additional space/pages as necessary): 

Person-
Centered 
Assessment  

 List any additional Person-Centered Assessment Information 
pertaining to member: MAPS, PATHS, etc.  

 
ICAP   

 
ABAS:II   

 
Health & Safety 
Issues 
Identified 

  

 

Psychological/
Psychiatric 

 

 If applicable 

 

Medical  List all physicians, date of last appointment, and recommendations 

 
Therapy (PT, 
OT, ST, etc.) 

 If applicable 

 
Other   

 
Other   

 

Other   
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Medications that 
I take (use additional 

rows, as necessary) 

Dosage Frequency Reason for taking this 
medication (applicable 

diagnosis) 

Who will 
administer? 

(agency name and staff 
title or natural support) 

     
     
     
     

I/DD Waiver Services Needed to Support Me 
Individual Services Plan 

Service 
Code 

Service Description Provider Is the service 
available/accessible? 

   Yes          No 

Amount/Frequency:  Service should average ____ units per month and should not exceed ____ units per year 

Duration of Service:  This should service should begin on ______ and end on _______ 

Plan of Action/Scope of Work to be done to support me.  What, specifically, will the provider do to 
support my needs?  What has changed since the last time my IDT met? 

 

 

 

Service 
Code 

Service Description Provider Is the service 
available/accessible? 

   Yes          No 

Amount/Frequency:  Service should average ____ units per month and should not exceed ____ units per year 

Duration of Service:  This should service should begin on ______ and end on _______ 

Plan of Action/Scope of Work to be done to support me.  What, specifically, will the provider do to 
support my needs?  What has changed since the last time my IDT met? 

 

 

 

 

Service 
Code 

Service Description Provider Is the service 
available/accessible? 

   Yes          No 

Amount/Frequency:  Service should average ____ units per month and should not exceed ____ units per year 

Duration of Service:  This should service should begin on ______ and end on _______ 

Plan of Action/Scope of Work to be done to support me.  What, specifically, will the provider do to 
support my needs?  What has changed since the last time my IDT met? 
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Service 
Code 

Service Description Provider Is the service 
available/accessible? 

   Yes          No 

Amount/Frequency:  Service should average ____ units per month and should not exceed ____ units per year 

Duration of Service:  This should service should begin on ______ and end on _______ 

Plan of Action/Scope of Work to be done to support me.  What, specifically, will the provider do to 
support my needs?  What has changed since the last time my IDT met? 

 

 

 

 

 

 

Service 
Code 

Service Description Provider Is the service 
available/accessible? 

   Yes          No 

Amount/Frequency:  Service should average ____ units per month and should not exceed ____ units per year 

Duration of Service:  This should service should begin on ______ and end on _______ 

Plan of Action/Scope of Work to be done to support me.  What, specifically, will the provider do to 
support my needs?  What has changed since the last time my IDT met? 

 

 

 

 

 

 

 

Service 
Code 

Service Description Provider Is the service 
available/accessible? 

   Yes          No 

Amount/Frequency:  Service should average ____ units per month and should not exceed ____ units per year 

Duration of Service:  This should service should begin on ______ and end on _______ 

Plan of Action/Scope of Work to be done to support me.  What, specifically, will the provider do to 
support my needs?  What has changed since the last time my IDT met? 
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Non-I/DD Waiver and Natural Supports 
(Volunteer groups, clubs, churches, schools, etc.) 

Support Who Provides This Support? 

  

Frequency of Support:   

Duration of Support:  This support should begin on ______ and end on _______ 

Plan of Action/Scope of Work to be done to support me: 

 

 

 

 

Support Who Provides This Support? 

  

Frequency of Support:   

Duration of Support:  This support should begin on ______ and end on _______ 

Plan of Action/Scope of Work to be done to support me: 

 

 

 

 

Participant-Directed Services (may be N/A) 
Service 
Code(s) 

Participant-Directed 
Services (may be n/a) 

Provider(s) 
Name of provider for each PD service 

Is the service 
available/accessible? 

   Yes          No 

   Yes          No 

   Yes          No 

   Yes          No 

I have $       available to spend for my Participant-Directed Services 
On average, I need       hours of direct support services per week 

 The Spending Plan which outlines a summary of services and amounts of services I have 
chosen is attached to this IPP 

Plan of Action/Scope of Work to be done to support me.  What, specifically, will the provider(s) do to 
support my needs?  Where do I need to go (transportation)?  What has changed since the last time my 

IDT met? 
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I/DD Waiver Individual Habilitation Plan and Task Analysis 
 

Member Name:  Program 
# 

 Date 
Established 

 Target 
Date 

 

Responsible Agency and 
Staff: 

 Date 
Revised/Discontinued: 

 

My Skill or Goal Area:    
 

My Instructional Objective:  
 

Instructional Methods/ 
Special Instructions to staff 
(include possible prompting 
levels) 

 

What materials are needed?  
 

In what setting will this take 
place? 

 How frequently 
will this activity 
occur? 

 Miles needed to 
achieve this 
goal? 

 

How often will data be 
collected? 

 What type of reinforcement 
will I receive? 

 

What criteria is needed for 
me to move on to the next 
step?  

 

Possible Prompt Levels 
(specific to my needs): 

 

Task Analysis 
In this example, only step 1 is scored (4 trials per day).  Make the following chart 
applicable to the specific member’s needs,  # of trials and hab/training objectives. 

 Month/ 
Year 

1 2 3 4 5 6 7 8 9 1 
0 

1 
1 

1 
2 

1 
3 

1 
4 

1 
5 

1 
6 

1 
7 

1 
8 

1 
9 

2 
0 

2 
1 

2 
2 

2 
3 

2 
4 

2 
5 

2 
6 

2 
7 

2 
8 

2 
9 

3 
0 

3 
1 

1 *Name* goes to 
sink (Trial 1) 

                               

 Trial 2                                

 Trial 3                                

 Trial 4                                

2 *Name* turns on 
water 

                               

3 *Name* wets 
hands 

                               

4 *Name* applies 
soap 

                               

5 *Name* washes 
hands 

                               

6 *Name* rinses 
hands 

                               

7 *Name* turns off 
water 

                               

8 *Name* dries 
hands 

                               

9 *Name* applies 
lotion 

                               

 Staff Initials                                

 

TC/BSP Signature and Credentials:  ____________________________________________________________ 
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My Tentative Schedule Is: 
LIST: MULTIPLE SERVICE PROVIDERS; WHEN THE PROVIDER PROVIDES THE SERVICE; AND/OR TIME-FRAMES FOR PLANNED 

ACTIVITIES NEEDED FOR IMPLEMENTATION OF THE PLAN.  ENSURE MEMBER HAS VOICED THEIR CHOICE OF ACTIVITIES 
AND SCHEDULE IS PERSON-CENTERED.   

Projected 
Time 

Range 

MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY 
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*IDT member has disagreed with the plan. The rationale is attached.  
Rationale for Disagreement with the Plan  

 

 
 
 
 
 
 
 
 
 
 
 

Signature:_____________________________________Date:________________________ 

Interdisciplinary Team Signature Sheet 
 

Member Name:__________________________________Date of Meeting:______________ 
Type of IDT Meeting:   

Annual 3-month   6-month  9-month  Critical Juncture  Transfer  Discharge 
 

Relationship 
 

Signature and Credentials 
 

Time Spent 
in Meeting 

 
Agree 

 
*Disagree 

Date this 
IPP was 
sent out 

Member 
 
 

 
 

  
 

 

 
 

 

 

Parent/Legal 
Representative 

 

 
 

  
 

 

 
 

 

 

Service 
Coordinator 

 

 
 

  
 

 

 
 

 

 

Non-legal Rep 
for Participant-

direction 

   
 

 

 
 

 

 

Other 
Relationship: 

 

 
 

  
 

 

 
 

 

 

Other 
Relationship: 

 

 
 

  
 

 

 
 

 

 

Other 
Relationship: 

 

   
 

 

 
 

 

 

Other 
Relationship: 

 

   
 

 

 
 

 

 

Other 
Relationship: 

 

   
 

 

 
 

 

 


