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• Goal Basics 

• SMART Goals 
– What are the components

• Two Types of Goals 
– Skill Building vs. Maintenance

• Parts of the Goal 
– How to complete each section

• Provider Goals

• Monitoring Goals

Learning Objectives
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• Goals are an integral part of the members Person Centered Service Plan (PCSP)

• All goals will be based on a member’s needs identified by the LOC assessment 
(Inter-RAI) and Comprehensive Assessment

• Goals help justify the need for services

• All goals should be person centered and written in first-person

• Every member will have at least one goal and every service the member chooses to 
utilize will have at least one associated goal

• Pre-vocational goals need to have one measurable step the entire time services are 
being provided

• Goals dates must align with the PCSP plan dates

• Goals should be written following the SMART Goal principal

Goal Basics
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• Before determining appropriate goals to put in the service plan, you first 
must identify the services chosen by the member.

• There are two main factors in determining appropriate services for the 
member: assessed need and member choice.

• It is important to review the assessment before attending the service plan 
meeting so you know what the assessed needs are for the member. This 
will help guide the team in choosing appropriate services.

• When the team discusses services, ensure they are member driven and 
not provider driven and relate all services back to a need on the 
assessment. 

• Ensure the service is an option under the members program they are 
accessing (CMH Waiver or Habilitation).

Identifying Appropriate Services
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SMART Goals
Goals should be 

o Specific

o Measurable

o Attainable

o Relevant

o Time Bound/Timely/Time 
Based
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• Set Specific Goals
o Your goal must be clear and well defined. Vague or generalized goals are unhelpful 

because they don't provide sufficient direction. Remember, you need goals to show you 
the way. Make it as easy as you can to get where you want to go by defining precisely 
where you want to end up

• Set Measurable Goals
o Include precise amounts, dates, and so on in your goals so you can measure your degree 

of success. If your goal is simply defined as "To reduce expenses" how will you know 
when you have been successful? In one month's time if you have a 1 percent reduction or 
in two years' time when you have a 10 percent reduction? Without a way to measure your 
success you miss out on the celebration that comes with knowing you have actually 
achieved something

• Set Attainable Goals
o Make sure that it's possible to achieve the goals you set. If you set a goal that you have 

no hope of achieving, you will only demoralize yourself and erode your confidence.  
However, resist the urge to set goals that are too easy. Accomplishing a goal that you 
didn't have to work hard for can be anticlimactic at best, and can also make you fear 
setting future goals that carry a risk of non-achievement. By setting realistic yet 
challenging goals, you hit the balance you need. These are the types of goals that require 
you to "raise the bar" and they bring the greatest personal satisfaction

SMART Goals Cont’d
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• Set Relevant Goals
o Goals should be relevant to the direction you want your life and 

career to take. By keeping goals aligned with this, you'll develop the 
focus you need to get ahead and do what you want. Set widely 
scattered and inconsistent goals, and you'll fritter your time – and 
your life – away

• Set Time-Bound Goals
o Your goals must have a deadline. Again, this means that you know 

when you can celebrate success. When you are working on a 
deadline, your sense of urgency increases and achievement will 
come that much quicker

SMART Goals Cont’d
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• Skill Building

• Maintenance

• Skill Building Goals:  Habilitation and CMH waiver services will utilize skill building 
goals

 Skill building goals are used with services that are looking to show that the 
member has gained independence in a given area. Examples of this include: 
Home Based Habilitation, Day Habilitation, Pre-vocational, and Supported 
Employment services, In-Home Therapy, and Family & Community Supports.

 With these services, a need has been identified and the team determines the 
member has the ability to become more independent with the support of the 
goal.

 Skill building goals are intended to be used as a guide to help the member 
learn a new skill or learn how to perform a skill more independently.

Types of Goals
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• Maintenance Goals: Habilitation and CMH waiver may have a combination 
of maintenance and skill building goals.

 Maintenance goals are usually used with services that are not 
looking to show progress.  Example of this is: Respite.

 With these services, a need has been identified but the member is 
not expected to become more independent than they are currently. 

 Maintenance goals are intended to assist in keeping a member as 
independent as possible.

 Can be used for on-going supports to assist the member with 
remaining safe and independent with the services they are receiving.

Types of Goals
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• When you are skill building, the member will 
learn a task BY a certain time period. Think of it 
as trying to get the member from point A to B. 

• When you are maintaining, the member will 
continue to complete a task THROUGH a 
certain time period. Think of this as the 
member is at point A and trying to stay at point 
A without regressing.

Skill Building vs. Maintenance Outcomes
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1) I want statement

2) Objective – I will

3) Background/barriers for the goal

4) Ranking importance of goal

5) Interventions and supports

Parts of the Goal
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• It is easiest to start with the “I want statement” and the Objective. 

• It is hard to build incremental steps when you don’t know where to go with 
them.

• The “I want statement” should be what the member wants to achieve 
from the goal. It may or may not match the Objective; they should be 
related. 

I Want and Objective

I want 

My expected objective (measurable/observable: I will 
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• I want statement
 It is important to know what the member wants to get out of the goal.
 It does not have to be measureable, observable, etc.
 From the I want statement, we can create a goal outcome that can be 

measured
 The I want statement does not have to exactly match the Outcome

• Example:
 I want statement - I want to keep my job
 Objective - I will complete all steps of my laundry weekly by 12/31/19
 The background to this goal would explain the member is wearing dirty 

clothes to work and because of this, is at risk of losing his job.  
 The team has determined the outcome will help with the member’s I want 

statement 

I Want Statement
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• Once services are determined, it is important that the team 
decides on the objectives for these services. This will lead to the 
development of goals. 

• Objectives need to be measureable and observable.

• Objectives should be attainable for the member.

• Members should have input in to their Objectives (through their “I 
Want” statement)

Objective – I Will
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• Goals must be measureable and observable. 
• Do not measure goals with number of prompts or 

type of assistance
• Stay away from words/phrases that are not easily 

defined: appropriate, happy, behaviors, stay on 
task, etc. 

• “I will be appropriate in the community” can be defined 
many different ways.  If the team requests a step such 
as this, dig deeper and ask what does “Appropriate” 
mean? Usually you can get your goal steps from that. 

Objective – I Will Cont’d
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Skill-building:
• I will complete all steps of my laundry weekly by 

12/31/21.
• I will set up 1 community activity with a friend 

weekly by 3/31/21.

Maintenance:
• I will access respite services through 5/31/21.
• I will stay out of the hospital through 8/31/21.

Objective Examples
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• The background provides valuable information to the provider and 
whoever may be helping the member with the goal.

• As you listen to the team talk about needs and the member’s reason for 
the goal, you can put together the background. 

• This helps justify why the goal is in place.
• Should be in narrative form.

• The background has several components:

• Why the member wants the goal (why is it important to him/her?)

• Baseline for progress (can also include assessment information)

• Obstacles for completing the goal

• Areas that the member is independent with in relation to the goal

• Define any parts of the goal that may be unclear

• Risk if the goal were not in place

Background / Barriers
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Joe has been wearing dirty clothes to work. He only does his laundry about 
once per month and runs out of clean clothes. Joe routinely overstuffs the 
washer and sometimes forgets to add soap. He has had to throw clothes 
away due to having colors bleed. Some clothes have shrunk due to 
incorrectly setting the dryer. Joe has had neighbors throw his clothes on the 
floor when they had been sitting in the dryer for several hours.  (baseline) 
Joe really likes his job and wants to ensure he keeps it. He knows that he 
needs to do his laundry more often to keep his job. (member priority) Joe can 
put his dirty clothes in the hamper. (member independence) He does not 
have a washer/dryer in his apartment. Instead he shares a washer/dryer with 
four other apartments. The washer/dryer is not always free when Joe wants 
to do laundry so he just doesn’t do it. Staff may need to help him find a time 
when it is open. He also needs to have quarters to put in the machines. The 
payee will ensure Joe has quarters on hand.  (obstacles) Without this goal, 
member is at risk of losing his job. 

Background Example
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• This is how to identify the importance of this goal for the member, in 
relation to the other goals in place

• Most important would be ranked 1st, 2nd, 3rd and ongoing.
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The last section of the goal writing includes 
• Interventions & Supports - how the team will support 

the member in reaching their goal.
– All skill-building goals need to have incremental 

steps identified
• Who will assist them with obtaining the goal.
• Start and End date for each step.  

Goal Steps:  Interventions & Supports
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• Once objective have been identified, the team needs to identify the 
assistance needed to reach that outcome. This will help develop 
the goal steps.

• It can be very difficult to identify the steps of a goal. Keep it simple 
by asking yourself how you would complete the goal. Then 
eliminate the steps that the member can already do.

• For example: Laundry goal – what steps do you take to complete 
the laundry? 

• Sort
• Wash
• Dry
• Put Away

Goal Steps:  Identifying Steps/Interventions
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• Intervention and supports, including incremental action steps
o Incremental action steps should reflect the goal and describe what the 

goal looks like

o The best way to find out what the incremental action steps should be 
is to have a discussion with the team during the meeting

o The background will also assist you with incremental action steps

Goal Steps: Interventions & Supports

Interventions and supports, including incremental action steps Person Responsible Start Date End Date
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• Always use “I will” to start the goal step. This keeps it in 
first person and makes it clear as to what the member 
will be doing.

• Try to keep the goal step in a positive format. For 
example, I will “…” is better that I will not ”…” In some 
instances, “I will not” is the best way to make the step 
more easily defined. 

• Goals should have at least 3 steps each. 

Goal Steps:  Contents
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Objective:  I will use my manners every time when in the 
community by 2/28/20

• I will not yell when in the store (goal step)

• I will stay next to the person responsible for me  
(goal step)

• I will pick items off the shelf only if asked (goal step)

Goal Steps:  Contents Example
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• Goal steps need to have a time limit on them. 
• For maintenance goals, steps are likely to last the entire plan 

year
• For skill-building goals, steps will be staggered to help show 

progress.  

• Because a goal may have a date span associated with it, does not 
mean the goal can only be worked on during that time frame.  
• The staff can work on all steps of the goal for the whole year, 

they just work on targeting each goal step separately to help 
the member become as independent as possible before 
moving on. 

Goal Steps:  Time Limited
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Objective:  I will complete all steps of my laundry weekly 
by 12/31/20.

• I will sort my clothes 1/1/20-3/31/20 (goal step)

• I will use the wash machine 4/1/20-6/30/20 (goal 
step)

• I will use the dryer 7/1/20-9/30/20 (goal step)

• I will put my clothes away 10/1/20-12/31/20 
(goal step)

Goal Steps:  Time Limited Examples
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We need to define generally what type of assistance may 
be needed for a given step. 

• Verbal prompting, HOH (hand over hand), 
demonstration, etc.

• We do not want to put expectations on the amount 
of prompts needed to complete the step. That is the 
responsibility of the provider to define
• This will reduce the amount of addendums and 

keep from setting unrealistic expectations for the 
members. 

• It gives the provider flexibility

Goal Steps:  Supports Needed
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Objective:  I will complete all steps of my laundry weekly by 12/31/20

• I will sort my clothes with verbal prompting as needed 
1/1/20-3/31/20

• I will use the wash machine with physical and verbal 
prompting as needed 4/1/20-6/30/20

• I will use the dryer with verbal prompting as needed 7/1/20-
9/30/20

• I will put my clothes away with verbal prompting as needed
10/1/20-12/31/20

Goal Steps:  Supports Needed Example
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• Need to identify who is providing the assistance for the goal.
• Typically this will be the provider agency but could be a 

natural support
• Do not put specific names of individuals in for this or you 

could have to do an addendum if the individual providing 
the service changes

• It gives the provider flexibility

• It should be clear as to what service is being used for the goal
• Try not to have more than one service in a goal
• Remember that every service needs at least one goal attached
• You can have goals/ goal steps for services other than waiver 

or habilitation services

Goal Steps:  Provider Responsible
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• I will complete all steps of my laundry weekly by 
12/31/20

• I will sort my clothes with verbal prompting as 
needed from XYZ provider staff 1/1/20-3/31/20

• I will use the wash machine with physical and 
verbal prompting as needed from XYZ provider 
staff 4/1/20-6/30/20

• I will use the dryer with physical and verbal 
prompting as needed  from XYZ provider staff 
7/1/20-9/30/20

• I will put my clothes away with verbal prompting as 
needed from XYZ provider staff 10/1/20-12/31/20

Goal Steps:  Provider Responsible Example
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I will complete all steps of my laundry weekly by 12/31/20

• I will sort my clothes with verbal prompting as needed from 
XYZ provider SCL staff  1/1/20-3/31/20

• I will use the wash machine with physical and verbal 
prompting as needed from XYZ provider SCL staff    4/1/20-
6/30/20

• I will use the dryer with physical and verbal prompting as 
needed  from XYZ provider SCL staff  7/1/20-9/30/20

• I will put my clothes away with verbal prompting as needed 
from XYZ provider SCL staff  10/1/20-12/31/20

Goal Steps:  Defining the Service Example
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• Goals need to be person-centered and written as such 
and should not be for provider convenience

• Goals should be somewhat general to give the 
provider flexibility and reduce unnecessary 
addendums

• All services need at least one goal attached

• All services/goals relate back to the assessment

• Steps need to be measureable, observable, and 
time sensitive

Goal Steps:  Review
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Provider Goals
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• Provider steps do not need to exactly match ours
• They may add steps

• They may add a set number of prompts to measure 
goal step achievement

• This is ok as long as they are working toward 
meeting our overall goal steps 

• The provider must follow the care coordinator’s service 
plan, not the other way around

Provider Goals
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• Time frames
• Providers can work on all goal steps in a goal at the same time 

unless defined otherwise in the goal
• Providers are concentrating their teaching of a specific task during 

the timeframe allotted
• Timeframes can be adjusted if the member completed the step 

sooner than expected or is taking longer than expected
• At some point, the team must decide when the member has 

made as much progress as they are going to with a certain goal 
step and move on to the next

• In some cases, providers may have more goals than the services plan 
• This can happen if the provider turns a task that was defined as a 

support by the team in to a goal to ensure that it is being done by 
staff

Provider Goals
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Monitoring Goal Progress
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• Progress on goals should be a part of your monthly 
contacts

• Progress updates can come from members, guardians, 
providers, etc.

• When monitoring goals, keep in mind:

• What did the provider do (type of prompting)?

• What was the member’s response?

• Is the goal on track? 

Monitoring Goal Progress
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Putting It Together
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Joe’s Goal – HBH Skill Building
I want to keep my job.
My expected objective (measurable/observable: I will complete all steps of my laundry weekly by 12/31/2021.

Background / barrier(s) to meeting goal: Joe has been wearing dirty clothes to work. He only does his laundry about 
once per month and runs out of clean clothes. Joe routinely overstuffs the washer and sometimes forgets to add soap. 
He has had to throw clothes away due to having colors bleed. Some clothes have shrunk due to incorrectly setting the 
dryer. Joe has had neighbors throw his clothes on the floor when they had been sitting in the dryer for several hours. 
Joe really likes his job and wants to ensure he keeps it. He knows that he needs to do his laundry more often to keep 
his job. (Joe can put his dirty clothes in the hamper. He does not have a washer/dryer in his apartment. Instead he 
shares a washer/dryer with four other apartments. The washer/dryer is not always free when Joe wants to do laundry so 
he just doesn’t do it. Staff may need to help him find a time when it is open. He also needs to have quarters to put in the 
machines. The payee will ensure Joe has quarters on hand.  Without this goal, member is at risk of losing his job. 

If I had to rank this goal on how important it is to me or my caregivers, out of all of my goals in this service plan, this 
one would be: (the most important, the second most important, the third most important, the fourth most important) 
2nd
Interventions and supports, including incremental action 
steps

Person Responsible Start date End date

I will sort my clothes into piles with verbal prompts as 
needed.

Joe, XYZ HBH 1/1/21 3/31/21

I will learn how to use the washer with physical and verbal 
prompting as needed

Joe, XYZ HBH 4/1/21 6/30/21

I will use the dryer with verbal prompts as needed Joe, XYZ HBH 7/1/21 9/30/21
I will put my clothes away with verbal prompting as needed Joe, XYZ HBH 10/1/21 12/31/21

I will have change to do my laundry each week. Joe, Payee, XYZ HBH 1/1/21 12/31/21
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Jane’s Goal – Day Hab Skill Building
I want: to be healthy.
My expected objective (measurable/observable: I will exercise 3 times per week for 30 minutes by 9/30/2021. 

Background / barrier(s) to meeting goal: Jan is accessing day habilitation services through Habilitation.  Jane 
would like to be healthy so that she does not develop diabetes, as it is in her family history.  She states she would 
like to lose about 15 pounds over the next year.  She currently weighs 150 lbs.  She states that she occasionally 
exercises and has identified that when she does she feels better.  She states that she struggles to exercise when at 
home so would like to do this at day hab.  She enjoys walking, running and riding bike and is able to do these on 
her own safely.  She states she would like staff to provider her verbal reminders and encouragement to start 
exercising and that she does not mind if they join her.  She is okay with going outside on trails and to fitness 
centers, as able.  Jane is at risk of developing diabetes.  

If I had to rank this goal on how important it is to me or my caregivers, out of all of my goals in this service plan, 
this one would be: (the most important, the second most important, the third most important, the fourth most 
important) 1st

Interventions and supports, including incremental action 
steps

Person Responsible Start date End date

I will exercise 1 time per week for 20 minutes. Jane, ABC Day Hab 10/1/20 12/31/20
I will exercise 2 times per week for 20 minutes Jane, ABC Day Hab 1/1/21 3/31/21
I will exercise 3 times per week for 20 minutes. Jane, ABC Day hab 4/1/21 6/30/21
I will exercise 3 times per week for 30 minutes. Jane, ABC Day hab 7/1/21 9/30/21
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I want to remain in my parents’ home.
My expected objective (measurable/observable: I will access respite at least once a month through 12/31/2021.

Background / barrier(s) to meeting goal: Bill’s parents would like to access respite services to allow them some “free 
time” to go shopping, date night, etc. Bill is able to identify things he likes to do for fun such as riding bike, watching 
football, playing at the park and listening to music.  Bill does struggles to socialize with his peers and at times will 
become upset yelling and swearing at them when they do not let him be part of their group.  Bill’s parents would like Bill 
to use respite to play/socialize with peers, staying active with outdoor activities.  If the weather is not nice they would like
Bill to do things at home such as watching TV, listen to music, playing video and board games.  Bill needs a caregiver to 
monitor him so that he can remain safe.

If I had to rank this goal on how important it is to me or my caregivers, out of all of my goals in this service plan, this one 
would be: (the most important, the second most important, the third most important, the fourth most important) 1st

Interventions and supports, including incremental action 
steps

Person Responsible Start date End date

I will use respite at least 1 time a month. Bills parents, Fun-respite 1/1/21 12/31/21

I will choose what activity I want to do with verbal prompts Bills parents, Fun-respite 1/1/21 12/31/21

I will socialize with my peers (friends) with verbal prompts Bills parents, Fun-respite 1/1/21 12/31/21

Bill’s Goal – Respite Maintenance
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I want save for vacation.
My expected objective (measurable/observable: I will follow my work schedule and stay on task every day by 12/31/21.

Background / barrier(s) to meeting goal: Tori is accessing habilitation services and a recent high school graduate.  She 
has been meeting with her Vocational Rehab counselor about a community job. After a couple worksite assessments, 
the team feels that Tori is not ready for community employment. It was recommended that she utilize prevocational 
skills to work on gaining some more skills. Tori is physically able to do the work. She needs help with staying on task 
(not getting up repeatedly, not talking too much, and not staring at others while working), managing her work, and 
communicating with her supervisor. Tori really wants to save up for a vacation and knows that she needs to work to do 
this. Without this goal, Tori will not be as independent as she wants.

If I had to rank this goal on how important it is to me or my caregivers, out of all of my goals in this service plan, this 
one would be: (the most important, the second most important, the third most important, the fourth most important) 3rd

Interventions and supports, including incremental action 
steps

Person Responsible Start date End date

I will go to my assigned workstation each morning with 
verbal prompting and visual reminders as needed

Tori, New Hope- prevoc 1/1/21 2/28/21

I will ask my supervisor what job I have  with verbal 
prompting as needed

Tori, New Hope- prevoc 3/1/21 4/30/21

I will get the materials for my job with verbal prompting and 
demonstration as needed

Tori, New Hope- prevoc 5/1/21 6/30/21

I will put the materials away after I have completed my job 
with verbal prompting and demonstration as needed

Tori, New Hope- prevoc 7/1/21 8/31/21

I will let my supervisor know that I am done with my job with 
verbal prompting as needed

Tori, New Hope- prevoc 9/1/21 12/31/21

I will stay on task during work time Tori, New Hope- prevoc 1/1/21 12/31/21

Tori’s Goal – Pre Voc Skill Building
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I want: to continue to live in my home.
My expected objective (measurable/observable: I will receive the following supports as needed through 9/30/2021. 

Background / barrier(s) to meeting goal: Dora is currently residing in HBH house.  There are times that she will 
need assistance and support with things, but does not wish to identify them as a formal goal at this time as she 
has identified other things of more importance.  When Dora’s depression symptoms she will isolate in her room 
and struggles to get out of bed.  She has identified that she would like assistance with verbal reminders to take 
care of her tasks and at times needs physical assistance.   

If I had to rank this goal on how important it is to me or my caregivers, out of all of my goals in this service plan, 
this one would be: (the most important, the second most important, the third most important, the fourth most 
important) 4th

Interventions and supports, including incremental action 
steps

Person Responsible Start date End date

I will complete necessary paperwork for Social Security, 
DHS, etc. with verbal reminders as needed.

Dora, Happy HBH 10/1/20 9/30/21

I will follow the house rules with verbal reminders as 
needed

Dora, Happy HBH 10/1/20 9/30/21

I will take my medications with verbal reminders as 
needed

Dora, Happy HBH 10/1/20 9/30/21

I will communicate with my medical doctors with verbal 
reminders as neeeded

Dora, Happy HBH 10/1/20 9/30/21

Dora’s Goal – Ongoing Supports Maintenance 
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Learning Objectives
– Basic information

• Importance of
– Members Safety Plan

• Consist of
• How to complete in PCCP

– Members Crisis Plan
• Consists of
• How to complete in PCCP

– Health Home Agency Crisis & Safety Plan
• Consists Of
• What is needed
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Basic Information
• If we have learned anything this year, with COVID 19 Pandemic and 

Derecho, it is the importance of having a thorough crisis and safety plan 
that can be activated at a moment’s notice.  

• The development of crisis/safety plans are just as important for our 
members, as much for your agency and can be an effective tool when it 
comes to managing your population.  

• Safety/Crisis plans help members prepare for the unexpected. 

• Excellent safety plans, paint a picture of what the member 
• Can do on their own
• What type support/assistance they need
• Who can assist
• Where things are located
• Includes situations for the different locations where member spends 

most of their time i.e. home, work, community, etc. 
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• Anyone who reads your PCCP should have no questions or doubt that the member can take 
care of themselves or know who will assist them.  

• Is located under the My Self Management Plan with in the PCCP.  

• Must be completed thoroughly on each member based on their abilities to get themselves to 
safety or who will assist them to safety.

• When developing a thorough crisis/safety plan, you may identify risks that need noted in the 
care plan and/or identify as goal.  

• This section should specifically identify exactly what the member will do under these 
circumstances or who is helping the member under these circumstances

o State how the member will get from point A to point B
o State what type of assistance the member will need to get from point A to point B

Members Safety/Crisis Plan
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Severe Weather or Tornado 
• Standard Safety

o Go to a safe room, basement, or storm cellar. If you are in a building with no 
basement, then get to a small interior room on the lowest level. Stay away 
from windows, doors, and outside walls. Do not get under an overpass or 
bridge.

• Member Safety
o State where your member will go and how your member will get to the safe

room, basement, or storm cellar when they are at home? Be very specific.

o How will your member get to a small interior room, staying away from 
windows, doors, and outside walls if they are at work? Out in the Community? 
If there is no basement?

o Paint a Bright Picture of what this looks like for your member in every setting 
they may find themselves in.
o Do not forget to state how they will get from point A to point B and if 

someone assists them with this, what does it look like in details
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Example - Severe Weather or 
Tornado

In case of severe weather or tornado, I will seek shelter in the bathroom but I will 
need prompts from staff so that I get there quickly and take cover. I know that I need 
to stay inside to stay safe, but might need reminded. I will probably get nervous and 
need talked to in a calm voice. If I am at work or in the community, I will need direction 
on what to do and where to go to seek shelter. 
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Fire
• Standard Safety

o A fire safety plan is a detailed document that covers all aspects of fire 
safety for a specific building or property. The plan will outline: A safe and 
orderly way for occupants to evacuate the building. Proper maintenance and 
housekeeping required to prevent fires.

• Member Safety
o How will your member get to safety through the nearest exits, when they are 

at home? Work? Out in the Community? Who is responsible to transport them 
if needed?

o Does the location have smoke detectors and fire extinguishers? Can the 
member use them safely?  Are there safety and fire drills conducted with the 
member? Does the member have a place to go if needed?

o Paint a Bright Picture of what this looks like for your member in every setting 
they may find themselves in.
o Do not forget to state how they will get from point A to point B and if 

someone assists them with this, what does it look like in detail
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Example - Fire
In case of fire, I will exit the location via the nearest exits. I will need verbal 
prompts to do so quickly. I might need reminders not to take anything with 
me and just get out quickly. I am able to physically get out on my own. I will 
go out in the driveway/parking lot and wait for staff to tell me where to wait 
from there. If I am at work, I will need the same assistance. I am able to call 
911 but I struggle with being able to provide my address. My home does 
have smoke detectors and fire extinguishers.  
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Flood
• Standard Safety

o Avoid driving through flooded areas and standing water. As little as 
six inches of water can cause you to lose control of your vehicle. Do 
not drink flood water, or use it to wash dishes, brush teeth, or 
wash/prepare food. Drink clean, safe water

• Member Safety
o How will your member avoid flooded areas when they are at home? 

Work? Out in the Community? 

o Paint a Bright Picture of what this looks like for your member in every 
setting they may find themselves in
o Do not forget to state how they will get from point A to point B 

and if someone assists them with this, what does it look like in 
detail
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Example – Flood
In case of flood, I do not live in a flood plain, however, I am aware of flood 
dangers and do not enter water on road ways etc. In the event of a flooded 
area or need to leave my home due to a “Flood” water event, I would need 
someone to assist me with getting the items that I need, medications and 
important documents, and with packing a few supplies to leave. I will need 
someone to provide the evacuation transportation and assist with where to 
go. I can call my parents for assistance as well.
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Member Sick or Injured
• Member Safety

o Does your member recognize when they are injured or do not feel well?

o Do they know how to apply basic first aid?

o Do they know the difference between an emergency and what emergencies 
require treatment to go Urgent Care or to go to the ER?

o Can your member call 911 and give proper information about themselves?

o What happens if they are at work? Out in the Community? And this occurs?

o Paint a Bright Picture of what this looks like for your member in every setting 
they may find themselves in
o Do not forget to state how they will get from point A to point B and if 

someone assists them with this, what does it look like in detail
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Example – Member Sick or 
Injured

If I am sick or injured, I can tell when I do not feel well. Sometimes I need 
prompts to tell or give more details about how I feel. I would need someone 
to assist me with determining if I am needing a medical appointment or if I 
can take over the counter medications. If I am injured, someone will assist 
me with first aid or with seeking medical attention if needed. I can call 911, 
but I struggle with providing my address.
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Caregiver Sick or Injured
• Member Safety

o What will happen to your member’s care if their caregiver is sick or 
injured? Think about members who live with a caregiver

o Can your member call 911 and give proper information about 
themselves?

o What happens if they are at work? Out in the Community? And this 
occurs?

o Paint a Bright Picture of what this looks like for your member in every 
setting they may find themselves in
o Do not forget to state how they will get from point A to point B 

and if someone assists them with this, what does it look like in 
detail
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Example – Caregiver Sick or 
Injured

If my caregiver is sick or injured, I can assist by calling 911 if needed. I 
could also go next door to see if someone is there to assist. I need help with 
my address. If the caregiver is ill (homecare), ABC Provider will get a 
replacement staff to my home as quickly as possible.
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Electricity
• Standard Safety

o Keep freezers and refrigerators closed. Only use generators outdoors and 
away from windows. Do not use a gas stove to heat your home. Disconnect 
appliances and electronics to avoid damage from electrical surges

o Member Safety
o How will your member remain safe if the electricity goes out when they are at 

home? Work? Out in the Community? 

o Does the member’s location have flashlights, non-perishable food, and a back-
up plan if their medical equipment requires electricity?

o Paint a Bright Picture of what this looks like for your member in every setting 
they may find themselves in.
o Do not forget to state how they will get from point A to point B and if 

someone assists them with this, what does it look like in details
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Example – Electricity
If I lose electricity, I will tell someone so they can call the electric company 
to report outage. I have emergency supplies in my home, including 
flashlights, batteries and non-perishable foods. If outage is long term, I will 
be assisted to go to another location. I depend on electricity for my electric 
wheelchair, CPAP machine, oxygen and entertainment, I like to play video 
games, listen to music, and watch movies. I will need assistance with things 
to do to stay busy, such as playing board games with my roommates. ABC 
Provider will assist me with this. I will need assistance with transportation if I 
would need to relocate.  
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Water
• Standard Safety

o What to do during a water outage. ... Buy water – Always stock up 
on water in your 72-hour emergency kit to ensure you have enough safe 
drinking water during the outage. You can also fill your bath tub 
with water that can be used when flushing your toilet

• Member Safety
o How will your member remain safe if there is a water outage when they are at 

home? Work? Out in the Community? 

o Does the member’s location have bottled water on hand at all times?

o Does the member understand what a “Boil” order is?

o Paint a Bright Picture of what this looks like for your member in every setting 
they may find themselves in.
o Do not forget to state how they will get from point A to point B and if 

someone assists them with this, what does it look like in details
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Example – Water
If I lose water, I will tell someone to call and report water is off. I have 3 
days of water supply in my home. I will use the extra water supply, if 
needed. I do not understand what a boil order is but my staff will assist me.  
If the water is off for a long period of time, staff would assist me to going to 
another location,  ABC Provider will assist me with this.  I need to have 
distilled water on hand for my C-Pap machine. 
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Evacuate Home
• Standard Safety

o Consider your unique needs, Make a disaster supplies kit, know where to go. 
o Where is the disaster kit stored.
o Consider other family members or pet needs who reside with them
o Review your insurance

• Member Safety
o How will your member get to a safe location if they have to evacuate their 

home? Work? Or Out in the Community? 

o Do they have pets or children to care for, where would they go, will member 
leave home without pet(s)

o Paint a Bright Picture of what this looks like for your member in every setting 
they may find themselves in.
o Do not forget to state how they will get from point A to point B and if 

someone assists them with this, what does it look like in details
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Example – Evacuate Home
If I need to evacuate my home, I will need assistance from my parents 
and/or ABC Provider to find a new location. I will need assistance with 
gathering the supplies that I need, such as my medications, important 
documents, and personal supplies, such as clothing. I am not able to drive.  I 
don’t have family that I could stay with.  I do have 1 friend who lives in town 
that I could stay with for a few days, but them would need to find a new 
location.  I have pets/children that I need to find a home for.
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• Member Safety
o How will your member make sure their children or pets are cared for
o Who will care for them
o How long can they be left alone
o What kind of pet(s) do they have
o What do they need to be taken care of
o Do children have any special needs that others need to be aware of
o Are there situations that you are aware of that could prevent member from 

caring for identify those a plan i.e. hospitalization

o If the member has no pets or children, state “ I have no pets or children to care 
for”

o Paint a Bright Picture of what this looks like for your member in every setting 
they may find themselves in.
o Do not forget to state how they will get from point A to point B and if 

someone assists them with this, what does it look like in details

Caring for Children or Pets
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In the event I am unable to care for any children or pets, I will need to 
have my neighbor come to my house once a day to feed and water my 3 
cats.   My neighbor knows where the key is for my house and where my cat 
items are located. If I would need to go to the hospital, my parents would be 
able to care for my children until I was discharged.  I would need assistance 
to arrange for transportation to get them there.  My children could be left 
alone for 3 hours and know how to reach my mom.

Example – Children or Pets
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• Crisis planning specifically addresses the members medical and 
behavioral health needs or symptoms.  

• Should identify any medical and behavioral health needs the member has 
displayed, could possibly display due to their diagnosis, etc. 

• Should be developed with the member when they are feeling well and 
reviewed and updated after incidents occur.  

• The purpose to is identify how the members wants others to interact and 
support them in times of need. 

• Must be completed for all members:
o If we do not ask, how would we know if the member is having an off 

day?
o If the member has none, it is better to state none than not to ask.

Crisis Planning
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Medical Symptoms
• When I experience the following medical symptoms, these are the steps I 

take to manage them

• List all the symptoms the member has - If they have no symptoms, please 
state “I have no symptoms”

• Review members diagnosis and identify any possible medical issues that 
member could display as a result of their diagnosis some common ones 
would be diabetic, seizure disorder, etc.

• If there is a detailed plan in place from the PCP, specialist or team make 
sure to note that in the How others can support me and attach it to the 
PCSP.
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• Medical Symptom – identify the diagnosis and the symptoms of the 
diagnosis member experiences, be specific

• What do I do to manage on my own – list things member does to manage 
the symptom(s) 

• How others can support me – identify what the member’s wishes are to 
support them when they are not feeling well.  Include things that team 
members report work well.  If there is a more detailed plan, identify this 
and attach to PCSP.

Medical Symptoms

Medical Symptom What I do to manage on my own How others can support me
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If member has a seizure diagnosis - You must document the Seizure Plan in details.  
Often the neurologist and/or PCP will provide guidance on what others should do 
when.  This should be detailed to include
1. Type of Seizure

o Absence Seizures (Petit Mal)
o Myoclonic Seizures
o Tonic & Atonic Seizures (Drop Attacks)
o Tonic, Clonic, and Tonic-Clonic Seizures (Grand Mal)

2. Seizure Length 
3. Seizure Frequency
4. Seizure Triggers/Warnings
5. Seizure Description

Seizure Plan

Medical Symptom What I do to manage on my own How others can support me
Tonic Clonic Seizures - I pass out, my 
muscles tighten, and I have 
uncontrollable jerking movements which 
last about 2 minutes.  I have them about 
2x a year and am triggered when I mostly 
miss a medication dose.

I take my seizure medications as 
prescribed.  Make sure that keep good 
sleeping habits

I need staff to make sure that I take 
my medications and sleeping habits.  
If I would have a seizure, I have a 
detailed plan in place.  Please see 
attached seizure plan developed with 
my PCP and neurologist. 



74

If member is diagnosed with diabetes – Document the details of the 
diabetic plan.  A good source to assist you with developing a plan are the 
PCP, Diabetic Educator, or Endocrinologist. 

The plan should include:
1. Type of Diabetes – Type 1 or Type 2
2. Symptoms members demonstrate in relation to high (hyperglycemia) or 

low (hypoglycemia) blood sugars
3. What member does or should do to maintain healthy blood sugars
4. Medications member takes to manage sugars and frequency
5. Frequency of testing blood sugars
6. What others can do when member is having a change in blood sugars
7. When is hospitalization needed

Diabetic Plan 
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Medical Symptom What I do to manage on my own How others can support me
High Blood Pressure – I feel anxious and sick. I take my medications.  My blood pressure 

is controlled with medications.  I check my 
blood pressure daily/weekly/monthly.

I need my team to ensure I take my 
medications and encourage me to monitor 
my blood pressure. 

Type 1 Diabetes – I experience high and low 
blood sugars.  When I am high (describe what 
this looks like).  When I have low sugars 
(describe what this looks like).

I take my insulin as prescribed.  I count my 
carbs.  I have an insulin pump.  I check my 
blood sugars at least 3 times a day and 
record these.  I exercise daily for 20 
minutes.  I have a medical bracelet that I 
wear.  I have sugar tablets that I carry with 
me.

When I have high blood sugars I need staff 
to encourage me to exercise and follow my 
diabetic plan, see attached.  When I have 
low blood sugars, I need staff to encourage 
me to eat something, take a sip of mountain 
dew, take a sugar tablet, give me additional 
insulin.  

Down Syndrome – I have decreased, poor 
muscle tone and a short neck, small ears and 
mouth.  

I attend physical and occupational therapy.  
I have tubes in my ears and wear eye 
glasses.

I need my team to monitor my physical 
health for illnesses such as ear infections

Sleep Apnea – I wake up with a sore or dry 
throat. I have loud snoring.  I am often sleepy 
and have lack of energy through the day.  I 
have restless sleep.

I use a C-PAP machine nightly.  I need my team to ensure that I have distilled 
water for my C-PAP machine.  Encourage 
me to use the machine nightly.  

High Cholesterol – I have no symptoms I take my medications as prescribed. I need my team to monitor that I take my 
medications as prescribed. 

Examples - Medical Symptoms
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Behavioral Plan
• Need to be developed for all CMH waiver and Habilitation 

members.

• Behavior plans provide the team members with: 
• Baseline mood
• Triggers to mental health symptoms
• Early intervention plan
• Indicators that member may need assistance/support
• How they help themselves  
• Coping skills and natural supports member uses
• Supports to use if needed to
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Baseline Mood
My baseline mood is

• Paint a picture of the member, this is a way for you and others to 
determine if something seems “off” with the member

• Questions to Ask
o Typical mood
o Are they easy going? Are they shy or quiet?  Are you 

outgoing? 
o Do they worry a lot? 
o Are you usually cheerful or sad? 
o Do they like to socialize with others or prefer to be by 

themselves?  
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My triggers are
• This helps the team be aware of what things may trigger the member 

mental health symptoms
• Members who do not have any “triggers”, “indicators” or an early 

intervention plan, you can state “I don’t have any known triggers” or “I 
don’t have any known indicators.”

• If we don’t ask, we don’t know how to support the member. 

• Questions to ask
o What annoys them?  
o What are their pet peeves?  
o What causes them to be sad, anxious or upset? 

 Examples: people joking with, thunderstorms, loud noises, 
crowded rooms, roommates taking stuff

o Don’t forget about environmental or situational things – not sleeping, 
not following a routine, missing medications, etc. 

Triggers
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My early intervention plan is
• This is where the member and team identifies how others can support the 

member when they are showing signs/symptoms of the mental health 
and/or triggers. 

• Questions to ask
o What helps the member when the triggers/symptoms are shown?
o What does the member want the team to do to intervene or have 

support?
o When does staff need to intervene?
o Sometimes this may include things the member has identified as not 

helpful or does not like?
o Paint the picture so everyone knows what to expect

Early Intervention Plan
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The indicators that I need help are
• What specific symptoms or behaviors does the member shows that they 

want the team to intervene 

• Questions to ask
o What does it look like when you are upset/sad/anxious/etc…?  
o What does it look like when you are depressed? 

o Examples: I start pacing.  I slam doors. I runaway. I get quiet and 
shut down.  I isolate myself and don’t return phone calls. I start 
calling everyone I know numerous times and don’t stop until 
someone answers

Indicators
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Help Myself
Things I can do to help myself are
• What are some of the things members does to help themselves 

when they notice they are not feeling well

• Some may be the same as above in the intervention plan 
o Examples: I will listen to music. I will go for a walk.  I will 

meditate.  I will practice coping skills.
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My coping skills and natural supports are
• What are the members coping skills? Some may be positive or negative, 

include all.
• Some may be the same as above in the things I can do to help myself 

section 
• If member has not developed any coping skills, you can write “I have not 

(yet) developed any coping skills and I rely on others to assist me when I 
am having a difficult time.”

• Include natural supports the member has to help them cope 
o Example: “my neighbor, Jane will stop by to check on me if she hears 

me yelling.”  

Coping Skills & Natural 
Supports
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Supports When Crisis or Safety 
Plan Is Enacted

I have these supports available in the event I need to enact my crisis or 
safety plan:

• Purpose of this section is to identify team members that could support 
the member during a crisis/safety plan.

• Include the provider name, address and phone number.  Make sure to 
add any specialists the member sees for their medical and/or physical 
health issues and natural supports.

• Should encourage member to keep this handy for easy quick access 
when they need help.

Provider Name Specialty Address Phone
Integrated Health Home
Primary Doctor
Hospital For Medical Care
Hospital for Mental Health Care
Urgent Care Office
Dentist
Pharmacy
Psychiatrist
Counselor
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Health Home 
Crisis & Safety Plan
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• Each Health Home should have a 
detailed safety and crisis plan that their 
agency will follow.  

• By developing detailed crisis and safety 
plans for the members this allows the 
Health Home to manage their members 
effectively when a crisis hits.  

Health Home Safety & Crisis Plan
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• When a natural disaster hits does your safety plan include at the 
minimum:

– Location
• Counties Health Home serves
• Main office location and contact information
• Satellite offices – location and contact information

– Technology/Systems
• How will staff do work when systems are not working –

documentation, obtaining member basic information, etc.
• Back-up processes to obtain members basic information – such 

as who is currently enrolled, phone number, address, etc.  
• How you will handle sensitive information and documentation of 

outreach to members

Health Home Safety Plan
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– Communication
• Who, when & how HH will outreach to members – how do you triage 

urgency
• Contact(s) for Health Home  - order of importance
• Notifying MCOs of areas hit, needs and supports needed, ways to 

contact/reach the health homes, # of staff impacted
• Providing updates to MCOs regarding member 

– Outreach attempts/successful
– Urgent Member Needs
– Needs Identified that are not urgent

– Resources/Documents
• Basic information you need if systems were down - how will you access 

this
– MCO contact information
– Member information including address/phone # and medical needs

HH Safety Plan Cont’d
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• The crisis plans that you develop with your members is a good starting 
point as a way to identify possible urgent needs of your members such 
as, insulin dependent diabetic members, electric wheelchair, CPAP 
machine, etc. 

• This can help you to determine who may need to attempt to reach out to 
first.  

• When it comes to safety planning, it is important that you can easily 
access the necessary information to complete the outreach to the 
members.   

Next Steps
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Learning Objectives
Participants will be able to identify the 
• Purpose of discharge planning 
• Where it is located within the PCSP
• Expectations on how to complete
• Frequency of updating
• Why its important
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• Must be included within the PCSP for all CMH Waiver and 
Habilitation members

• IA Code 441-24.4(3)(9) and 441-78.27(4)(b)(6) must
– Separate 
– Individualized 
– Anticipated
– Documented for all CMH waiver and Habilitation services

• It is to clearly identify the service along with a detailed discharge 
plan for that service.

• Must happen upon enrollment into HCBS 

Purpose
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Location in PCSP
In Person Centered Service Plan (PCSP)

– Section 5: My Services and Supports 
– My Discharge Plan for Services
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At the PCSP meeting, the disclaimer in this section should be 
reviewed with the member at each PCSP meeting. 

– I understand that waiver and habilitation services are voluntary 
and can be ended at any time.  If I end my waiver or 
habilitation services, there may be an impact on my Medicaid, 
as well as, the service and supports for which I qualify.  If I lose 
Medicaid eligibility, I will also lose my waiver and habilitation 
services.  If my level of care changes or I reach all of my goals, 
I may not qualify for waiver or habilitation eligibility services 
anymore.  If I do not meet with my Health Home Team, my 
waiver or habilitation eligibility could be impacted.  In order to 
stay eligible for CMH waiver services, I must use at least one 
unit of service every three months.  

How to Complete
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Waiver and habilitation services are voluntary and can be 
ended at any time

• Member has the right to choose 
• What services they receive
• When they receive the services

• Note:  Court Ordered Members to Waiver/Habilitation  
Services - make sure to explain to the member what 
may happen if they don’t comply

My Discharge Plan for Services
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Ending my waiver or habilitation services, there may be 
an impact on my Medicaid, as well as, the services and 
supports for which I qualify

• Waiver members – make sure that you inform the 
parents/guardians that the member could loose their 
Medicaid coverage
• Encourage them to talk to DHS IMW to verify

• Habilitation members – remind them to complete all 
necessary financial paperwork sent to them by DHS 
timely 

My Discharge Plan for Services
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Loss of Medicaid eligibility, I will also lose my waiver and 
habilitation services 
• Important to remind to complete and submit financial 

paperwork to DHS timely including MEPD payments 
• DHS makes all determinations for Medicaid eligibility

Level of care changes or I reach all of my goals, I may not 
qualify for waiver or habilitation eligibility services any 
more
• Transition to other Medicaid funded service
• Met personal goals 

My Discharge Plan for Services
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Not meeting with my Health Home Team, my waiver or habilitation 
eligibility could be impacted
• Review contact expectations

– Monthly contact at least by phone or can be in person 
– Quarterly In Person in members home

For CMH wavier services, must use at least one unit of service every 
3 months

My Discharge Plan for Services
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Service Name
– The name of the Waiver or Habilitation service needs identified 
 Such as HBH, SE, Respite, In home therapy, etc.
 You should also include Case Management/Care Coordination the 

99490

Discharge Plan 
– Must explain 

• What needs to occur for the member to discharge from that service 
safely and/or to a less intense service (i.e. HBH U9 to U8 etc.)

• If looking to discharge for a more intense service (NF/PMIC) it is 
important to identify what team is doing to ensure member remains 
safe in current setting and what is the possible event that would result 
in a higher  need/service

• Involve the member, guardian & team for input, ask them 

How to Complete Cont’d
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Examples
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• Discharge Plan should be reviewed and 
updated as need at each 
– PCSP meeting and
– Any time a member transitions from a 

hospital stay, PMIC, etc.  

Frequency of Updating
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• Team to focus on identify goals based on 
needs

• Team to focus on helping members to work 
towards their goals 

• Team to identify when alternative 
services/placements are needed
– Discharging from higher level of care
– Member needs less service or support
– Member needs higher level of support
– Member being involuntary discharged

Why is it Important
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Thank you!
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