
I. General Summary

Name:       
SSIS Workgroup ID #:      




DOB:      
Address:      
City:        State:        Zip:      
Phone:      
Primary language:      
Emergency Contact:      
Phone:      



Insurance provider & policy number:      
Date original ICSP completed:      
Due date of next ICSP review:      
Diagnostic assessment (DA) date:      
Due date of next DA:      
This ICSP is (check one)
  
  FORMCHECKBOX 
 Original   FORMCHECKBOX 
 Review – Date      

Date Functional assessment (FA) done:      
Due date of FA:      

II. Providers/Case Managers
	Provider Type
	Name/Agency
	Phone
	Contact Frequency

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


III. Diagnostic Assessment
Name of clinical evaluator      
	Axis
	

	Axis I: Clinical Disorders
	     

	Axis II: Developmental or Personality Disorders
	     

	Axis III: General Medical Conditions
	     

	Axis IV: Psychosocial & Environmental Problems
	     

	Axis V: GAF (Global Assessment of Functioning)
	     


Recommendations of DA:     
IV. Problems/Needs Identified in the FA and DA
 FORMCHECKBOX 
 Mental health


 FORMCHECKBOX 
 Mental health service needs
 FORMCHECKBOX 
Use of drugs/alcohol

 FORMCHECKBOX 
 Vocational functioning

 FORMCHECKBOX 
 Educational functioning

 FORMCHECKBOX 
 Social functioning/leisure time

 FORMCHECKBOX 
 Interpersonal functioning

 FORMCHECKBOX 
 Self-care/independent living
 FORMCHECKBOX 
 Medical health

 FORMCHECKBOX 
 Dental health


 FORMCHECKBOX 
 Using transportation

 FORMCHECKBOX 
 Other
 FORMCHECKBOX 
 Obtaining/maintaining housing
 FORMCHECKBOX 
 Obtaining/maintaining financial assistance

                 

 FORMCHECKBOX 
 All assessed needs are addressed in this plan. Below statement does not apply.

Addressed needs in the FA and DA in the areas of:       are not addressed in this plan. The interdisciplinary team has determined that other areas of function are more pressing at this time, given the current mental health status. As the mental health symptoms stabilize, these areas will be reassessed and addressed as appropriate.
The following service needs were identified in the development of this plan:

 FORMCHECKBOX 
 Chemical dependency

 FORMCHECKBOX 
 Hospice



 FORMCHECKBOX 
 Assistive technology
 FORMCHECKBOX 
 Family planning 


 FORMCHECKBOX 
 VA




 FORMCHECKBOX 
 Interpreter services
 FORMCHECKBOX 
 Transportation


 FORMCHECKBOX 
 End stage renal disease

 FORMCHECKBOX 
 Other (specify)      
 FORMCHECKBOX 
 Dental



 FORMCHECKBOX 
 Durable medical equipment (wheelchair, blood glucose monitor, etc.)

V. Strengths/Resources      
VI. Cultural Considerations/Resources/Needs      
VII. Medical Summary

Current medications:      
Other medical needs (provisions for monitoring):      
Date of last physical exam:      
Date of last dental exam:      

VIII. Areas of Assessment & Services Arranged
Directions for completing this section: Enter the information as applicable in the boxes below. If you need more space, copy and paste an unfilled box into the document. If you do not need to use all the boxes, please delete those left blank.

Goal/objective:      
Strategies/interventions (activities/services to meet goal) – See Section II for specifics:      
Criteria for evaluating the effectiveness and appropriateness of the services:      
Progress notes:      
Goal/objective:      
Strategies/interventions (activities/services to meet goal) – See Section II for specifics:      
Criteria for evaluating the effectiveness and appropriateness of the services:      
Progress notes:      
Goal/objective:      
Strategies/interventions (activities/services to meet goal) – See Section II for specifics:      
Criteria for evaluating the effectiveness and appropriateness of the services:      
Progress notes:      
IX. Monthly Updates and/or Significant Events      
X. Case Management Coordination

Is there dual case management involved?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No (If “no,” proceed to Section XI)

If “yes,” please check all that apply  FORMCHECKBOX 
 Waiver (type):         FORMCHECKBOX 
 Chemical dependency   FORMCHECKBOX 
 Civil commitment
Specify the type of dual case management and give reasons for it      
State how each service will be coordinated and monitored. Include who is responsible for this task.      
When applicable, state the frequency of contact between case managers for the purpose of coordinating services.      
Name of primary case manager (mutual consent of client, family, tribal government, and county):      
XI. Responsibilities
Case manager:

· Will have face-to-face contact a minimum of 1 time per month

· MH-TCM case manager will coordinate with all service providers a minimum of every # days or months
· Will keep or cancel appointments

· Will follow through with plans or request change of plans

· Will provide updated information about area resources

· Will focus on client-determined goals

· Will ensure the provision of planning, linking, monitoring/reviewing, and service coordination services

· Will provide guidance and education to optimize independence in working with the mental health system and all other aspects of managing one’s own care

Client:PEhMIENMQVNTTkFNRT0iVGhsRG9jdW1lbnRIZWxwIiBOQU1FPSIiIFRhZz0wIERvY0hlbHBJZD0yODk+
· The client will meet with the mental health targeted case manager when scheduled
· Will follow through with plans or request change of plans
· Will use crisis/safety plan. Client has phone numbers and names of contacts available 24 hours a day.
· Will communicate opinions and state needs and wants

· Will keep case manager informed of needs or major changes

· Will work to develop independence in working with the mental health system and all other aspects of managing your own care

XII. Safety & Stabilization Plan

Directions for completing this section: A safety and stabilization plan may have been completed by another provider or case manager. If this is the case, please delete this section and go to Section XIII.
· Crisis Plan
Resources for client if he/she is a danger to him/herself or others, is suicidal or homicidal, or needs stabilization or hospitalization:

· Police/Fire/Ambulance





911

· Hospital/Medical Center





<     >

· Crisis/On-call Counselor





<     >

· Local Battered Women’s Shelter




<     >

· Local social services agency





<     >

· Mental Health Center






<     >

· County County Sheriff’s Department




<     >

· Poison Control Center






1-800-222-1222 (toll free)

· Prevention and Intervention Plan
· List people (family, friends, etc.) to call for support

	Name
	Relationship
	Address
	Phone

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


· What are client’s safety concerns? How will they be addressed?
1.     
2.     
3.     


· Any identified safety needs of other family members:      
XIII. Signatures

Directions for completing this section: Please complete ONE signature page (option A or B). Delete the page you do not use. Please complete in ink. Do not type.
Acknowledgments and Understandings
The client has the following rights and responsibilities:

1. To accept or refuse case management services 

2. To accept services as specified in this plan
3. To have this plan formally reviewed every 90 days, if requested, and minimally every 180 days 

4. To be referred to the appropriate services as specified in this plan
5. To Appeal under MN Stat. 245.4887. I acknowledge that the Appeals process has been explained and reviewed annually, or as requested. I have received a copy of the Appeals process.  

6. To protected data under the Minnesota Government Data Practices Act, MN Stat. Chap. 13

7. To know the case manager’s responsibilities
8. To receive notice of Privacy Practices both verbally and in writing and signed by the recipient of service or legally authorized representative  

This information is available in alternative formats to individuals with disabilities by calling your county worker. TTY users can call through Minnesota Relay at 1-800-627-3529 (toll free). For Speech-to-Speech, call 1-877-627-3848 (toll free). For additional assistance with legal rights and protections for equal access to human services benefits, contact your agency's ADA coordinator.

Signature Option A
Was the client present during the development of the ICSP? Were his/her beliefs, values, and culture accurately reflected in this plan?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	MERGEFIELD sdSignHdr.SubDoc SIGNATURE

	DATE
	This plan was explained to me
	I received a copy of this planMERGEFIELD sdSignHdr.SubDoc 

	MERGEFIELD sdSignChildAdolescent.SubDoc Client:  
	
	
	

	
	
	  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Comments:  

	
	
	MERGEFIELD sdSignChildAdolescent.SubDoc 

	MERGEFIELD sdSignLegalGuardian.SubDoc Legal Guardian, if applicable:  
	
	
	

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Comments:  

	
	
	MERGEFIELD sdSignLegalGuardian.SubDoc 

	MERGEFIELD sdSignSocialWorker.SubDoc Social Worker:  
	
	
	

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Comments:  

	
	
	 
	MERGEFIELD sdSignSocialWorker.SubDoc »

	Clinical MERGEFIELD sdSignSupervisor.SubDoc Supervisor (mental health professional):  
	
	
	

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Comments:  

	
	
	MERGEFIELD sdSignSupervisor.SubDoc 

	MERGEFIELD sdSignClinicalSupervisor.SubDoc Other:  
	
	
	

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Comments:  

	
	
	MERGEFIELD sdSignClinicalSupervisor.SubDoc 

	MERGEFIELD sdSignOther.SubDoc Other:  
	
	
	

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Comments:  

	
	
	

	Other:  
	
	
	

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Comments:  

	
	
	MERGEFIELD sdSignOther.SubDoc 

	Other:  
	
	
	

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Comments:  
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Signature Option B

Was the client present during the development of the ICSP? Were his/her beliefs, values, and culture accurately reflected in this plan?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

_________________________________________________________________________________________

Signature


                            Date
                   Plan explained? 
        Copy of plan received? 
___________________________________    _________            FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
          FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Client
Comments: 
___________________________________    _________            FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
          FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Legal Guardian, if applicable
Comments: 

___________________________________    _________            FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
          FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Social Worker
Comments: 
___________________________________    _________            FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
          FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Clinical Supervisor (mental health professional)
Comments: 
___________________________________    _________            FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
          FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Other
Comments: 
___________________________________    _________            FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
          FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Other
Comments: 

___________________________________    _________            FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
          FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Other
Comments: 

___________________________________    _________            FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
          FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Other
Comments: 
This information is available in other forms to people with disabilities by calling:

TOLL FREE

Member Services: 1-866-431-0801
TOLL FREE MINNESOTA RELAY
TTY, Voice, ASCII, or Hearing Carry Over: 1-800-627-3529 or 711

TOLL FREE SPEECH-TO-SPEECH RELAY SERVICE

1-877-627-3848


Member Services

1-866-431-0801
[image: image1.jpg]Attention. It you want free help translating this
information, call the above number.
Atencion. Si desea recibir asistencia gratuita para
traducir esta informacion, llame al niimero que
aparece mas arriba.
Ogow. Haddii aad dooneyso in lagaa kaalmeeyo
tarjama dda macluumaadkani oo lacag la’aan ah,
wac lambarka kore.

el sheall 538 G 5 8 Ao Baclise cua ) 1Y) sAdaadle

el a s pall 80 e Juails

sandaimal Wgnsinstgmunipndnsisanmisioig
AJHGIATT) tGTEItSIIN

Paznja. Ako vam je potrebna besplatna pomoc¢ za
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Sponunanaotus, 49 Wnsnaucanlushidaanchiob.
Hubaddhu. Yoo akka odeeffannoon kun sii hiikamu
gargaarsa tolaa feeta ta’e, lakkoofsa armaa olii
bilbili.

Buumanue. Eciiu Bam HyxHa OecruiaTHasi HOMOIIb

B IIEPEBOJIE ITOH HHPOPMAINH, TIO3BOHUTE 10
YKa3aHHOMY BBIIIIE TeNe(OHy.

Chu Y. Néu quy vi cin dich thong tin nay mién
phi, xin goi sO néu trén.





PrimeWest Health will enroll all eligible people who select or are assigned to PrimeWest Health without regard to physical or mental condition, health status, need for health care services, claims experience, medical history, genetic information, disability, marital status, age, gender, sexual orientation, national origin, race, ethnicity, color, religion, political beliefs, or geographic location. PrimeWest Health will not use any policy or practice that discriminates based on such.

American Indians can continue or begin to use tribal and Indian Health Service (IHS) clinics. We will not require prior approval or impose any conditions for you to get services at these clinics. For enrollees age 65 years and older, this includes Elderly Waiver (EW) services accessed through the tribe. If a doctor or other provider in a tribal or IHS clinic refers you to a provider in our network, we will not require you to see your primary care provider prior to the referral.

Individual Community Support Plan (ICSP)


Adult Mental Health Targeted Case Management (MH-TCM)
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