New Jersey Department of Human Services

Division of Developmental Disabilities
Support Coordination Supervisor Individualized Service Plan (ISP) Review Checklist

This tool is designed to help improve the accountability of the Agency in providing quality plans through a Quality Review to check for plan completeness, ensure the plan accurately reflects the individual’s identified needs, preferences, and desires and a Service Review to attest that services are appropriate, entered correctly, and that there are no gaps in service.
	Name of Individual:     

	DDD ID #:     
	Plan Version:     

	REQUIRED DOCUMENTS CHECKLIST
	YES
	NO
	NA

	The Mental Health Pre‐Screening Checklist is completed, signed by a Supervisor and uploaded.  Required for all Initial and Anniversary plans and updated as applicable.
	
	
	

	The Rights and Responsibilities document is completed, signed by the individual/guardian and the SC, and is uploaded. Required for all Initial and Anniversary plans.
	
	
	

	F3, F6 or DVRS referral confirmation is completed and uploaded.  Required for Initial plans and updated as applicable. 
	
	
	

	If individual has an acuity factor, the Addressing Enhanced Needs Form is completed for each service provider and uploaded. Required for all Initial and Anniversary plans and revised plans with new Service Provider.
	
	
	  

	The signature page is signed by the individual and, if applicable, legal guardian. Required for all Initial and Anniversary plans and for revisions affecting the budget.
	
	
	

	QUALITY REVIEW
	YES
	NO
	NA

	1. All service planning documents reflect proper spelling/grammar and content is written in respectful and person-centered manner.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	2. The PCPT reflects the individual’s relationships, hopes, dreams and expressed interests and is written in a positive way, focusing on the individual’s strengths and qualities.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	3. Outcomes are written in future tense using everyday language. 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	4. Outcomes are linked to the individual’s interests and long-term/short-term hopes and dreams.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	5. Each Outcome reflects the individual’s desired achievement and end result.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	6. At least one of the Outcomes is related to employment even if the person is not pursuing employment at this time.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	7. The appropriate services are in place to assist the individual in achieving their desired outcomes.  This includes DDD funded services and Natural/Generic supports.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	8. The correct Employment Pathway is selected and the individual’s current employment status is documented in detail within the notes section.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	9. If employment is not currently being pursued, the reason is listed and the barrier is being addressed.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	10. All self-care, behavioral, medical needs identified in the NJCAT are reflected or addressed in the ISP and include the level of support needed.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	11. Special dietary needs (including medically prescribed diets and cultural/ religious preferences) are clearly indicated as reflected in the NJCAT, and/or PCPT.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	12. The use of adaptive equipment is addressed and included in the ISP, if applicable.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	13. Supervision needs in the home, community and at work are identified, and include the level of support needed for emergency evacuation.  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	14. The Individual, Guardian (if applicable), Support Coordinator and Service Providers were all included in the planning process.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


	SERVICE REVIEW 
	YES
	NO
	NA

	I have verified the correct program enrollment (Interim, SP, CCP)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	*****If Interim, list reason:     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I have confirmed that the Participant Enrollment Agreement (PEA) has been reviewed, is signed and dated and is the correct document. 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	I have verified the correct Fiscal Intermediary (If SDE service, enrollment is complete and confirmed by FI through receipt of a Welcome Packet) 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If CCP, at least one billable service is listed in the plan.  If SP, and no billable services are listed, natural/generic services are entered for maximum of 90 days to allow identification of billable services. 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If the individual has an acuity, Behavioral Supports are not entered in conjunction with Individual Supports, Community Based Supports, Day Habilitation, or Out of Home Overnight Respite.  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	For CCP, if applicable, I have verified the correct procedure code for Individual Support services (Daily Rate vs. 15 Mins).
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	For CCP, if applicable: the “Full Term” check box for Individual Supports (Daily Rate) is selected thus enabling the start date of the service to roll until the date the plan gets approved, eliminating  potential gaps in service.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If Day Hab is being utilized and planning has occurred for the entire year, the budget appears to be appropriately utilized.  Insert amounts: Emp/Day budget available       Emp/Day budget obligated      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If the Retirement box is checked, it is understood that the day/ employment budget will cease.  (The Employment Pathway is also be updated to reflect the “not pursuing” option).
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	For continuous services (ex. Day Hab, Individual Supports) I have confirmed no service gaps between plan terms or service dates. Insert dates:  Current services will end on       FORMTEXT 

     
and are scheduled in new plan to start on.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	I have confirmed that for each service funded by DDD, the correct service type, frequency, units, and duration are entered as confirmed by the Service Provider(s).
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	I have confirmed that the DRAFT Service Detail Report was sent to all Service Providers and has been agreed upon.  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	I have confirmed that the DRAFT ISP was sent to all Service Providers and content has been agreed upon.  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	This plan is being submitted on time (initial within 30 days; annual before the end of the previous plan term) and if not, barriers have been reported and/or training needs addressed.  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


	**PRIOR TO PLAN APPROVAL OR SUBMISSION FOR STATE REVIEW “NO” RESPONSES MUST BE CORRECTED**


	FOR INTERNAL SCA DOCUMENTATION USE ONLY

Any “NO” response requires follow up with SC prior to approval or submission to state review: 

	



Supervisor’s Name:
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NJ Division of Developmental Disabilities | ISP Quality Review Checklist, October 2018
Page 2 of 2

