Community Mental Health for Central Michigan

PERSON/FAMILY CENTERED PLAN

CIGMMO

Consumer Name:

CASE NUMBER:




DOB:
MEETING INFORMATION
DATE OF MEETING:



START TIME:

EFFECTIVE DATE:



THIS PLAN EXPIRES ON:

Person /Family Strengths (include skills, relationships, and assets): 
Other Agencies/Providers Involved:
	 FORMCHECKBOX 
 DHS Adult Home Help
	 FORMCHECKBOX 
 Protective Services
	 FORMCHECKBOX 
 Other DHS Services
	 FORMCHECKBOX 
 SSA
	 FORMCHECKBOX 
 School/RESD

	 FORMCHECKBOX 
 Staffing Agency
	 FORMCHECKBOX 
 Employer
	 FORMCHECKBOX 
 MRS
	 FORMCHECKBOX 
 Activity Program
	 FORMCHECKBOX 
 Church

	 FORMCHECKBOX 
 Support Group
	 FORMCHECKBOX 
 Court System
	 FORMCHECKBOX 
 Wraparound
	 FORMCHECKBOX 
 Health Care Provider
	 FORMCHECKBOX 
 Other  ______________


Natural Supports: (List any people that are available at no cost to support the consumer, including family, friends and community members.): 
	Name
	
	Assistance/Support Provided

	
	
	

	
	
	

	
	
	

	
	
	


If no Natural Supports explain:  

DESCRIBE PERSON’S CURRENT INCLUSION IN THE COMMUNITY (Meaningful day activities including volunteer activities, clubs, sports, hobbies, organizations, spiritual activities, work, activities with friends and/or family, clubhouse, leisure activities, walking, etc.):  

DOES PERSON WISH MORE INCLUSION IN THE COMMUNITY?

 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No; consumer is satisfied with their current level of community inclusion.

If yes, describe way or methods to increase their inclusion in the community:  

DESIRED OUTCOME FOR THE FUTURE (including dreams, desires & wishes):

GOALS & OBJECTIVES
GOAL 1 : (What person needs to accomplish; a reasonable step towards a desired outcome for the

future that directs the supports and services CMHCM can provide):  
Implementation Date: 



Target Date: 
Co-occurring Disorder? ___ yes   ___no 
If yes, STAGE OF CHANGE (Objectives need to correspond):

___Pre-contemplative   ___Contemplative   ___ Preparation   ___ Action   ___ Maintenance

OBJECTIVE A (Observable and measurable steps toward attainment of goal):  
Implementation Date: 



Target Date: 
OBJECTIVE B (Observable and measurable steps toward attainment of goal):  
Implementation Date: 



Target Date: 
OBJECTIVE C (Observable and measurable steps toward attainment of goal):  
Implementation Date: 



Target Date: 
OBJECTIVE D (Observable and measurable steps toward attainment of goal):  

Implementation Date: 



Target Date: 
INTERVENTION/SUPPORTS (Describe the type of actions that CMHCM staff, provider staff, natural supports, and consumer are going to take to assist the consumer in moving in the direction of their goal and objective):  
GOAL 2 : (What person needs to accomplish; a reasonable step towards a desired outcome for the

future that directs the supports and services CMHCM can provide):  
Implementation Date: 



Target Date: 
Co-occurring Disorder? ___ yes   ___no 
If yes, STAGE OF CHANGE (Objectives need to correspond):

___Pre-contemplative   ___Contemplative   ___ Preparation   ___ Action   ___ Maintenance
OBJECTIVE A (Observable and measurable steps toward attainment of goal):  
Implementation Date: 



Target Date: 
OBJECTIVE B (Observable and measurable steps toward attainment of goal):  
Implementation Date: 



Target Date: 
OBJECTIVE C (Observable and measurable steps toward attainment of goal):  
Implementation Date: 



Target Date: 
OBJECTIVE D (Observable and measurable steps toward attainment of goal):  

Implementation Date: 



Target Date: 
INTERVENTION/SUPPORTS (Describe the type of actions that CMHCM staff, provider staff, natural supports, and consumer are going to take to assist the consumer in moving in the direction of their goal and objective):  
GOAL 3 : (What person needs to accomplish; a reasonable step towards a desired outcome for the

future that directs the supports and services CMHCM can provide):  
Implementation Date: 



Target Date: 
Co-occurring Disorder? ___ yes   ___no 
If yes, STAGE OF CHANGE (Objectives need to correspond):

___Pre-contemplative   ___Contemplative   ___ Preparation   ___ Action   ___ Maintenance

OBJECTIVE A (Observable and measurable steps toward attainment of goal):  
Implementation Date: 



Target Date: 
OBJECTIVE B (Observable and measurable steps toward attainment of goal):  
Implementation Date: 



Target Date: 
OBJECTIVE C (Observable and measurable steps toward attainment of goal):  
Implementation Date: 



Target Date: 
OBJECTIVE D (Observable and measurable steps toward attainment of goal):  

Implementation Date: 



Target Date: 
INTERVENTION/SUPPORTS (Describe the type of actions that CMHCM staff, provider staff, natural supports, and consumer are going to take to assist the consumer in moving in the direction of their goal and objective):  
GOAL 4 : (What person needs to accomplish; a reasonable step towards a desired outcome for the

future that directs the supports and services CMHCM can provide):  
Implementation Date: 



Target Date: 
Co-occurring Disorder? ___ yes   ___no 
If yes, STAGE OF CHANGE (Objectives need to correspond):

___Pre-contemplative   ___Contemplative   ___ Preparation   ___ Action   ___ Maintenance

OBJECTIVE A (Observable and measurable steps toward attainment of goal):  
Implementation Date: 



Target Date: 
OBJECTIVE B (Observable and measurable steps toward attainment of goal):  
Implementation Date: 



Target Date: 
OBJECTIVE C (Observable and measurable steps toward attainment of goal):  
Implementation Date: 



Target Date: 
OBJECTIVE D (Observable and measurable steps toward attainment of goal):  

Implementation Date: 



Target Date: 
INTERVENTION/SUPPORTS (Describe the type of actions that CMHCM staff, provider staff, natural supports, and consumer are going to take to assist the consumer in moving in the direction of their goal and objective):  
AUTHORIZATION

Provider:

Authorization Effective Date:                                              Authorization Expiration Date:

Notes:

Service Description:
Effective date from ____________________ to __________________

Units per Period from __________________ to __________________

Period frequency: ______Day     ______Month     ______Quarter     ______Auth     ______Week     ______Year

How will the service be provided?
___Face to face with Consumer Only ___ F-to-F with Consumer & others   ___ F-to-F with others only   ___Staff only

Where will the service be provided? 
___Consumer’s Residence      ___Community Setting       ___ CMHCM Office      ___ Other :___________________
SERVICE RELATES TO GOAL NUMBER(S):  
Service Description:

Effective date from ____________________ to __________________

Units per Period from __________________ to __________________

Period frequency: ______Day     ______Month     ______Quarter     ______Auth     ______Week     ______Year

How will the service be provided?
___Face to face with Consumer Only ___ F-to-F with Consumer & others   ___ F-to-F with others only   ___Staff only

Where will the service be provided? 
___Consumer’s Residence      ___Community Setting       ___ CMHCM Office      ___ Other :___________________
SERVICE RELATES TO GOAL NUMBER(S):  
Service Description:

Effective date from ____________________ to __________________

Units per Period from __________________ to __________________

Period frequency: ______Day     ______Month     ______Quarter     ______Auth     ______Week     ______Year

How will the service be provided?
___Face to face with Consumer Only ___ F-to-F with Consumer & others   ___ F-to-F with others only   ___Staff only

Where will the service be provided? 
___Consumer’s Residence      ___Community Setting       ___ CMHCM Office      ___ Other :___________________
SERVICE RELATES TO GOAL NUMBER(S):  
AUTHORIZATION

Provider:

Authorization Effective Date:                                              Authorization Expiration Date:

Notes:

Service Description:
Effective date from ____________________ to __________________

Units per Period from __________________ to __________________

Period frequency: ______Day     ______Month     ______Quarter     ______Auth     ______Week     ______Year

How will the service be provided?
___Face to face with Consumer Only ___ F-to-F with Consumer & others   ___ F-to-F with others only   ___Staff only

Where will the service be provided? 
___Consumer’s Residence      ___Community Setting       ___ CMHCM Office      ___ Other :___________________
SERVICE RELATES TO GOAL NUMBER(S):  
Service Description:

Effective date from ____________________ to __________________

Units per Period from __________________ to __________________

Period frequency: ______Day     ______Month     ______Quarter     ______Auth     ______Week     ______Year

How will the service be provided?
___Face to face with Consumer Only ___ F-to-F with Consumer & others   ___ F-to-F with others only   ___Staff only

Where will the service be provided? 
___Consumer’s Residence      ___Community Setting       ___ CMHCM Office      ___ Other :___________________
SERVICE RELATES TO GOAL NUMBER(S):  
Service Description:

Effective date from ____________________ to __________________

Units per Period from __________________ to __________________

Period frequency: ______Day     ______Month     ______Quarter     ______Auth     ______Week     ______Year

How will the service be provided?
___Face to face with Consumer Only ___ F-to-F with Consumer & others   ___ F-to-F with others only   ___Staff only

Where will the service be provided? 
___Consumer’s Residence      ___Community Setting       ___ CMHCM Office      ___ Other :___________________
SERVICE RELATES TO GOAL NUMBER(S):  
AUTHORIZATION

Provider:

Authorization Effective Date:                                              Authorization Expiration Date:

Notes:

Service Description:
Effective date from ____________________ to __________________

Units per Period from __________________ to __________________

Period frequency: ______Day     ______Month     ______Quarter     ______Auth     ______Week     ______Year

How will the service be provided?
___Face to face with Consumer Only ___ F-to-F with Consumer & others   ___ F-to-F with others only   ___Staff only

Where will the service be provided? 
___Consumer’s Residence      ___Community Setting       ___ CMHCM Office      ___ Other :___________________
SERVICE RELATES TO GOAL NUMBER(S):  
Service Description:

Effective date from ____________________ to __________________

Units per Period from __________________ to __________________

Period frequency: ______Day     ______Month     ______Quarter     ______Auth     ______Week     ______Year

How will the service be provided?
___Face to face with Consumer Only ___ F-to-F with Consumer & others   ___ F-to-F with others only   ___Staff only

Where will the service be provided? 
___Consumer’s Residence      ___Community Setting       ___ CMHCM Office      ___ Other :___________________
SERVICE RELATES TO GOAL NUMBER(S):  
Service Description:

Effective date from ____________________ to __________________

Units per Period from __________________ to __________________

Period frequency: ______Day     ______Month     ______Quarter     ______Auth     ______Week     ______Year

How will the service be provided?
___Face to face with Consumer Only ___ F-to-F with Consumer & others   ___ F-to-F with others only   ___Staff only

Where will the service be provided? 
___Consumer’s Residence      ___Community Setting       ___ CMHCM Office      ___ Other :___________________
SERVICE RELATES TO GOAL NUMBER(S):  
Barriers that might need to be considered:  
Monitoring professional:  
How often will progress be monitored?  
REFERRALS MADE: 
This represents the least restrictive treatment at this time and the next lesser step would be:  
List all CMHCM staff that have participated or are active in this Plan:

People who participated in the Person-Centered Planning Meeting 
	Name
	Relationship

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Informal Conflict Resolution:

I understand that if I am not in agreement with my person-centered plan or I have other conflicts with my services, I may request at any time, informal problem-solving and/or conflict resolution with (CMHCM staff consumer/guardian chooses, specify name): _______________________________or with Customer Service at (800) 317-0708. 
I may also contact Customer Service if I desire more information about my rights, agency operations, services, provider network, grievance & appeals process, and interpretation services.

The Amount of Service You Receive:

Sometimes it is hard to know how much of a service you might need in the future.  Things can go better or worse, faster or slower, or differently than we might be able to plan now.  To handle these situations, when service rules allow us to do it, we may decide together to put a low and high number for how often or how much of a service you will receive. Whenever we do this, you will always get at least the lowest amount of the service we decide on. You can get up to the highest amount we decide on if you need it, and any amount in between.  During all of the time we work together, we will talk about your mental health needs and make sure that we are providing enough services to meet them.
SAL

Staff providing this service:
PROGRAM PROVIDING THIS SERVICE:
CPT/HCPC Code (or service description):________________________________________

Service Date:                                                      
Begin Time:



End Time:

Contact Type

____Face to face        ____Consultation/Support      ____ Not face to face        ____Telephone

Attendance 

____Client cancellation     ____Client present           ____Family present without consumer   

____No show                    ____Staff cancellation      ____Staff only

Place of Service
____CLF/AFC home      ____Community  ____Court      ​​​​
           ____Diversion     ____ER         ____Home                      ____Hospital inpatient    _​​​​___Jail              ____Nursing Home    ____Office          ____School   ____Telehealth                ____Other:______________________________

____Incarcerated individual   ____Multiple clients served    ____Co-occurring/IDDT       ____Intermittent/Supplemental
PCP Signature Page
Consumer Name:________________________________
Case Number:______________________

Date of PCP Meeting:_________________________

DOB:____________________________
The signatures below indicate knowledge and agreement with goals, interventions, services, strategies, outcomes, frequency, and responsible person designated in this plan.  This Plan will be reviewed at least semi-annually.

SIGNATURES
___________________________________________________________________  Date:_______________________

Staff Completing the PCP/Title/Credentials
___________________________________________________________________  Date:_______________________

Consumer Signature
___________________________________________________________________  Date:_______________________

Parent/Guardian Signature
___________________________________________________________________  Date:_______________________

___________________________________________________________________  Date:_______________________

___________________________________________________________________  Date:_______________________

___________________________________________________________________  Date:_______________________

___________________________________________________________________  Date:_______________________

___________________________________________________________________  Date:_______________________

___________________________________________________________________  Date:_______________________

