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Treatment Planning is a collaborative process and per best practice guidelines, regulatory requirements, and accreditation standards must demonstrate active participation of the Individual served and/or the Individual’s parent/guardian. The title “Individualized Action Plan” (IAP) has been identified for use to capture all of the work or “actions” which may be utilized in the course of treatment for individuals served by a variety of programs. The IAP is comprised of the Initial Individualized Action Plan and the Individualized Action Plan-Goal Page.  Additional versions in the E-Word format enable the documentation of 2, 3 and 4 goals/with accompanying objectives within one document rather than having to use an Additional Goal Page to write the Initial IAP.

The Individualized Action Plan (IAP) must be completed for every individual served and be linked to the Prioritized Assessed Needs/Service Recommendations/Assessed Needs from the Case Management Assessment (CMA); CMA Update; Comprehensive Assessment (CA); CA Update; Psychiatric Evaluation (PE); PE Update; Residential Functional Assessments, or other approved document. These two forms have been designed to facilitate active participation and plan development with the Individual served and/or the Individual’s parent/guardian and to document the goals and objectives identified collaboratively as well as steps that will be taken by the Individual, parent/guardian/community, and other providers to achieve the desired goal(s).

The Initial IAP is completed according to agency policy and regulatory standards. The IAP Goal page is used if more than one goal is being created. The first goal must be documented on the Initial IAP form. The form titled IAP Goal Page must be used to document each additional goal within the Initial IAP. All subsequent goals or objectives should be documented on the IAP Goal page only.

The Initial IAP and IAP Goal page have been designed using components which can be combined to capture the total number of goals and objectives identified. The components include a goal section with corresponding objectives, as well as a page that provides space for additional necessary information such as other agencies/community supports and resources supporting the IAP. Use as many IAP Goal pages as necessary to capture the total number of identified goals and objectives. The “objective sheet” (page 2), which provides space for two objectives can also be used as necessary if more space is needed for additional objectives. In addition, a section is provided at the end of the Initial IAP to specify the Transition/Discharge Criteria, a mandatory element of the treatment planning process. The Transition/Discharge Criteria is also at the end of the IAP/Review/Revision which would be completed when goals or objectives are added or revised.

Note:
[bookmark: _GoBack]For Clinic programs, indicate in the “Intervention” field the expected location of services, including the need to provide services in the individual’s home if the individual has been determined as “homebound”, and any special linguistic arrangements that may be required. 

Please refer to the Glossary to search for directions relative to particular form elements. 





