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Developing the Person-Centered Plan
This template is intended as a support in the development of an individual's Person-Centered Individual Service Plan (PCP) in order to establish an array of home and community-based services that promote community living for the individual, thereby avoiding institutionalization. The individual and his/ her PCP Team (as chosen by the individual) work together to document his/her strengths, goals, preferences, preferred outcomes, and desired supports/services (both Medicaid and non-Medicaid).  
 
The PCP serves as a roadmap towards achieving the individual's goals, and should be reviewed and updated at least every twelve months or when the person's functional needs change, circumstances change, quality of life goals change, or at the person's request.  It might make sense to complete the various PCP sections in a different order than what is presented, depending on the preferences and needs of the individual.
Important Considerations in Developing the Person-Centered Plan
 
The following are important considerations to remember, both for the case manager, the individual beneficiary, and the entire PCP team, as the PCP is being developed, implemented, and monitored.
·         Person Directed: The individual controls the planning process.
·         Capacity Building: Planning focuses on an individual's gifts, abilities, talent, and skills, rather than deficits.
·         Person-Centered: The focus is continually on the individual with whom the plan is being developed, and not on fitting the person into available services and supports in a standard program.
·         Outcome-Based: The plan focuses on increasing the experiences identified as valuable by the individual during the planning process.
·         Presumed Competence: All individuals are presumed to have the capacity to actively participate in the planning process.
·         Information and Guidance: The planning process must address the individual's need for information, guidance, and support.
·         Participation of Allies: For most individuals, person-centered planning relies on the participation of allies chosen by the individual, based on whom they feel is important to be there to support them.
·         Health and Welfare: The planning process addresses the health and welfare needs of the individual, as well as strategies identified by the individual to maintain his/her life in the community setting of his/her choice.
·         Documentation: The planning results should be documented in ways that are meaningful to the individual and useful to people with responsibilities for implementing the plan.
 
 
Instructions
1.         For individuals enrolled in the Elderly and Persons with Disability (EPD) waiver, each PCP preparer must conduct a comprehensive intake within forty-eight (48) hours of receiving the waiver referral and prior to the development of the PCP.  Please note, due to implementation of the PCP, the following areas are no longer required.  Completion of all other forms will continue to be required as a component of the individual's assessment in preparation for development of the PCP.
a.         Current/Anticipated Risks
b.         Supportive/Community Resources Section
c.         Individual Service Plan 
d.         Documentation of Agreement 
e.         Waiver Costs and Services
2.         Prior to developing the PCP, the PCP preparer must
a.         Work with the individual to select and invite contributors chosen by the person, and representatives of the person's interdisciplinary team, as possible, to participate in development of the PCP.
b.         Select a time and location that is convenient for the person and any other individuals that person wants included in the planning.
c.         Download a copy of the PCP, available at http://dhcf.dc.gov/release/person-centered-planning. Note that DHCF expects PCP preparers to complete the PCP electronically.  
d.         Recommended software to use with the form is Adobe Acrobat Reader 9.0 or higher. Highlight fillable fields within the document by selecting the Highlight Existing Fields toggle button located in the top right corner in Adobe Acrobat.
e.         Populate the Person's Name, Medicaid ID, PCP Preparer, and Participants' Names on the first page of the template, which will auto-populate the relevant fields under Section 9 --PCP Plan Agreement.
f.         Save data entered into this fillable PDF template by selecting File Save As and give the file an unique name.
g.         Print a copy of the final page of the PCP, Section 9 --PCP Plan Agreement.  Until this PCP template is automated, the preparer must print this page of the template and have it available for signature at the time of the PCP team meeting. The preparer must scan and upload a copy of the signed Section 9 with the completed PCP, and is required to maintain Section 9 in his/her files; such files will be subject to inspection and audit by DHCF.
3.         For individuals enrolled in the EPD waiver, each PCP preparer must complete and upload the PCP into Casenet within ten (10) business days of conducting the comprehensive intake.  Upon meeting with the individual and his/her selected contributors at a time and location of the individual's choosing, explain the goal behind development of the PCP.  It might be helpful to outline the Important Considerations in Developing the Person-Centered Plan (see above) with the individual and his/her PCP team.
a.         Section 1 --Personal Information: This section contains basic demographic information regarding the individual.  Please note, information provided under Person's Name, Preferred Name, Medicaid ID, and Medicaid Certification Period will auto-populate throughout the PCP template, including Section 9-PCP Plan Agreement.  
b.         Section 2 --PCP Preparer Information: This section contains information on the preparer of the PCP.  Please note, information provided under PCP Preparer will auto-populate to Section 9-PCP Plan Agreement.  
c.         Section 3 --Participants: This section contains the names and associated information of those parties invited by the individual to participate in development of the PCP. Please note, information provided under Name will auto-populate to Section 9-PCP Plan Agreement.  The preparer also should note the individual's level of capacity in developing the PCP, and what supports, if any, are necessary.
d.         Section 4 --About Me: This section contains a series of questions to be answered by the individual, which will help document the person's gifts, abilities, talents, and skills. If an individual chooses not to answer a specific question, this must be documented in the PCP.
e.         Section 5 --Goals: This section contains information on goals the individual would like to accomplish. These goals should be achievable within 12 months, and should be framed as “I will” statements.  At minimum, each completed PCP must detail one (1) goal. If more than one (1) goal is identified, click on the “Add Goal” button to create space for documenting additional goals.  The plus/minus buttons for Key Step and Name/Responsibility can be used to add/delete Key Steps and Names/Responsibilities.
i.         Example: I will attend activities at my local church twice a week.
ii.         Example: I will go for a daily walk in my neighborhood.
f.         Section 6 --Goal Summary: This section contains a summary of each goal outlined in Section 5, along with information on the key steps and responsible party, the provider the individual is being referred to, the target date for accomplishing the goal, and the plan of action if progress is lacking towards achieving the goal. Information from Section 5 will auto-populate into Section 6 (i.e., Goal, Key Steps, Responsible Party, & Target Date).  Fields for Done, Achieved Date, and Plan of action if progress is lacking must be completed by the preparer with the individual and his/her PCP team.
g.         Section 7 --Risk Factors: This section contains information on potential risks and how each identified risk will be addressed by the individual and his/her PCP Team. At minimum, each completed PCP must detail one (1) area of risk.  Click on the “Add Risk” button to create space for documenting additional risks.  The preparer must also note if the individual has an advance directive and plans for future healthcare decisions.
i.         Example: Falling; My PCP team and I will address this risk by fastening loose rugs, removing clutter from my floor/stairs, and by installing stair railings and grab bars in the bathroom.
ii.         Example: Overuse of benzodiazepines; My PCP team and I will monitor my use of benzodiazepines, and if necessary explore using psychotherapy approaches and antidepressants as treatment for my anxiety, and explore using behavioral interventions for my insomnia.
h.         Section 8 --Specific Services Recommended: This section contains information on the services (both Medicaid and non-Medicaid) recommended that will help the individual achieve the goals outlined in Sections 5 and 6. The recommended services should include community and natural resources, as well as those services paid for by Medicaid and/or the District of Columbia. For recommended Community Resources, the PCP preparer must provide detail on the scope and nature of this resource in the “Notes” section. In addition, any added detail regarding the individual's preferences on how/when/where the recommended services should be delivered must be detailed under the “Notes” section. Section 8 will be approved by DHCF and/or its designee only if the services recommended clearly relate to the goals and objectives outlined in the PCP.
i.         Section 9 --PCP Plan Agreement: This section contains signatures by the individual and the PCP Team both agreeing to and attesting to the entirety of the PCP. Until this PCP template is automated, the preparer must print this page of the template and have it available for signature at the time of the PCP team meeting.  The case manager must scan and upload a copy of the signed Section 9 with the completed PCP, and is required to maintain Section 9 in his/her files; such files will be subject to inspection and audit by DHCF.  
4.         Each PCP preparer must upload the completed PCP to the “Member Information” folder of an individual's file in Casenet within ten (10) business days of conducting the comprehensive intake (i.e., twelve (12) days from receiving the waiver referral).
a.         If PCA services are recommended in the PCP, the preparer must task Delmarva in Casenet in order for the required face to face assessment (Level of Need) to be conducted.
b.         If other services are recommended in the PCP, the preparer must task Qualis to issue Prior Authorizations for all Waiver services identified in Person-Centered Plan (other than Case Management and PCA services).
5.         DHCF expects PCP preparers to share the PCP with other EPD providers, as appropriate, either via a task within Casenet or by other secure means.  PCP documents are located on the recipient case tree in Casenet under the “Member Information” folder of an individual's file.  A task should be sent to the direct care provider using the recipient task.  This task must be sent to the direct care provider agency work queue, which will allow the provider agency access to review the case tree and all uploaded documents.
6.         PCP preparers are expected to review and update the PCP with the individual at least every twelve months or when the person's functional needs change, circumstances change, quality of life goals change, or at the person's request.
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Section 1 - Personal Information
Person's Name:
Preferred Name:
Date of Birth:
Address:
Phone Number:
Email Address:
Section 2 - PCP Preparer Information
Name of Preparer:
Relationship to the Individual (select one)
Case Management Agency name
Phone Number:
Email Address:
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Section 3 - Participants
 Who is invited to participate in 's PCP development?
Name	
Relationship
Organization
(if applicable)
Email Address
Phone Number
Preparer's determination of 's independence-level regarding plan completion: 
If some level of support was needed, please explain why:
Section 4 - About Me 
What should the PCP team know about ?
1.         What significant milestones or events have occurred in 's life? In the past year?
2.         What do people like and admire about ?
3.         What does  like and admire about others? Who are the significant and important people in 's life, and why?
4.         What are 's favorite things to do (at home, work, community, with family, with friends)?
5.         What parts of 's heritage and ethnic/spiritual background are important for the PCP team to know?
Section 5 - Goals
What does  aim to achieve with Home and Community Based Services?
Goal 
1.   Description of Goal (select all related Domain(s))
2.   What is the desired result? (Please be concrete and measurable.) 
3.   Why is this important to ?
4.   What community/natural resources support this goal?
5.   What paid services support this goal?
6.   What 3-5 key steps will help  achieve this goal?
#
Key Step
7.   Who is responsible for working with  to achieve this goal, and what is their core responsibility?
#
Name
Core Responsibility
8.   How will  know progress is being made towards this goal?
9.   What specific risks are associated with this goal?
10. Is there any disagreement among the PCP team regarding this goal?
Section 6 - Goal Summary
 #
Goal
Key Steps
Responsible Party
Target Date	
Done?
Achieved Date
 Plan of action if progress is lacking:
Section 7 - Risk Factors 1 
What risks should  be mindful of in relation to Home and Community Based Services?
Risk :
Current Risk Factors (select all that apply):
How can  and the PCP team address this risk?
What emergency preparedness or back-up plan has been identified in the event primary support is not available? Consider natural disasters, power outages, community disasters, etc.
Does  have an advance directive describing 's preferences for care? 
If not, what assistance does  need to plan ahead for future healthcare decisions?
Section 8 - Specific Services Recommended
#
Recommended Service
Source
Frequency
Start Date
End Date
Related Goal(s)
Recommended Provider Name:
Preparer Notes:
Reviewer Section
Approve
Name:  
Agency:    
Date:  
Deny
Denial Reason:
                
Section 9 - PCP Plan Agreement: Individual
By signing below, I agree that this plan reflects the actions, services, and supports I need and want.  I will do my part to achieve my desired outcomes.  I understand that my PCP will be shared with providers external to my PCP team who are supporting the achievement of my PCP goals and outcomes.  I will do my part to reach my desired goal(s), and I understand that achieving my goal(s) has no bearing on my ability to continue receiving EPD Waiver services. I have made an informed choice to sign this PCP.
Name
Relationship
Signature
Date
Self
Authorized Representative
(if applicable)
Date of PCP Preparation:
PCP Certification Period:
PCP Plan Agreement: Team Members
By signing below, I agree to this plan and attest to the fact that it reflects the strengths and preferences of  (name of individual) and details services and supports that will assist  (name of individual) to achieve the desired outcomes identified in the PCP.  I agree to implement and/or provide the supports that have been designated as my responsibility in this PCP.
Name
At Meeting?
Signature
Date
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