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	Name

	Date



This is YOUR Independent Living Plan. It is important that this plan include anything that will make your return home successful.  You can include anyone on your planning team including your family, friends, your nursing home team, your county case manager, and your transition coordinator. You can review, add, or remove any goals or services at any time.

THINGS TO THINK ABOUT WHEN PLANNING YOUR RETURN HOME:

· Where do you want to live?

· What help will you need with bathing, dressing, and using the bathroom? 

· What help will you need with shopping, cooking, and laundry?

· What help will you need with your medications?

· What kind of transportation will you need when you return home?

· What kinds of things do you want to do with your family and friends?

· Do you want to go to work, to school, or do volunteering? 

WHAT MAKES UP A GOOD INDEPENDENT LIVING PLAN?

Writing it Down: 
Many things need to be done before your move home. Writing them down in a plan will help everyone know what needs to be done and who will be doing it before and after your move.

Risk Planning: 
Risk planning is an important part of returning home.  Planning ahead will prevent problems from developing. This will make you return home safer. 

Back-up Planning: You may run into unexpected problems when you return home. Making a backup plan is important so you know who to call when things do not go as you planned. 

STRENGTHS TO SUPPORT TRANSITION
	

	

	

	

	

	

	

	

	

	

	

	

	

	


WHAT IS MY MOVING PLAN?

	START
	END
	

	
	
	I will relocate from the nursing home to the community of my choice.

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


HOW WILL I COMMUNICATE MY CHOICES?

	START
	END
	

	
	
	I will advocate for myself.

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


WHAT DO I NEED TO DO TO REACH MY GOAL?
	START
	END
	

	     
	     
	I will participate in the discharge planning process

	     
	     
	I will discuss my strengths with my planning team

	     
	     
	I will participate in self-advocacy skills training

	     
	     
	I will participate in skills training to learn passive, assertive and aggressive communication skills

	     
	     
	I will participate in skill training to learn about the grievance process and how to file a complaint.

	     
	     
	I will participate and advocate in discharge planning meetings

	     
	     
	I will find out what my medical diagnoses is and what types of care needed to stay healthy

	     
	     
	

	     
	     
	

	     
	     
	

	     
	     
	

	     
	     
	


OUTCOME SUMMARY NOTES

	     

	

	

	

	

	

	

	

	


WHAT HELP DO I NEED TO LIVE AT HOME
	 FORMCHECKBOX 
  Bathing
 FORMCHECKBOX 
  Dressing
 FORMCHECKBOX 
  Eating

 FORMCHECKBOX 
  Personal Hygiene 
 FORMCHECKBOX 
  Preparing Meals
 FORMCHECKBOX 
  Mobility Inside my Home

 FORMCHECKBOX 
  Using the Bathroom
 FORMCHECKBOX 
  Shopping
 FORMCHECKBOX 
  Money Management

 FORMCHECKBOX 
  Housework
 FORMCHECKBOX 
  Taking Medication
 FORMCHECKBOX 
  Use of Telephone

 FORMCHECKBOX 
  Laundry
 FORMCHECKBOX 
  Transportation
 FORMCHECKBOX 
  Mobility Outside my Home

 FORMCHECKBOX 
  Getting in or out of the bed/chair   


?

	START
	END
	

	
	
	I will have my personal care needs met with support services.

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


WHAT DO I NEED TO DO TO REACH MY GOAL?

	START
	END
	

	     
	     
	I will interview and hire QSP’s or provider before leaving the Nursing Facility and also back up QSP’s.

	     
	     
	Find provider for skilled nursing, if needed.

	     
	     
	Complete monthly calendar schedule for QSP’s.

	     
	     
	Establish a daily routine of duties for QSP to follow.

	     
	     
	Review possible informal supports.

	     
	     
	Explore home care agencies and private QSP’s.

	     
	     
	Obtain representative payee services.

	     
	     
	Set up home delivered meals or Meals on Wheels

	     
	     
	

	     
	     
	

	     
	     
	


OUTCOME SUMMARY NOTES

	     

	

	

	

	

	

	

	

	


WHAT TYPES OF SPECIAL EQUIPMENT DO I NEED TO LIVE AT HOME?

	START
	END
	

	
	
	I will obtain needed equipment and assistive technology to use at home.

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


WHAT DO I NEED TO DO TO REACH MY GOAL?

	START
	END
	

	     
	     
	Obtain summary of OT evaluation (NFSW schedules).

	     
	     
	Obtain prescriptions from Dr. for durable equipment.

	     
	     
	Order equipment through desired provider (usually after discharge).

	     
	     
	Obtain assistive technology assessment.

	     
	     
	Review possible informal supports.

	     
	     
	Explore funding for technology assessment and equipment.

	     
	     
	

	     
	     
	

	     
	     
	

	     
	     
	

	     
	     
	


OUTCOME SUMMARY NOTES

	     

	

	

	

	

	

	

	

	


WHAT ARE MY HOUSING NEEDS?

	START
	END
	

	
	
	I will live in a safe and accessible home with the necessary resources and services.

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


WHAT DO I NEED TO DO TO REACH MY GOAL?

	START
	END
	

	     
	     
	Apply and obtain HUD housing subsidy for accessible apartment.

	     
	     
	Explore and obtain funding for rent deposit and first month’s rent.

	     
	     
	Determine accessibility needs through OT eval/home eval.

	     
	     
	Explore funding for home modifications.

	     
	     
	Obtain a bid for home accessibility modifications.

	     
	     
	Obtain household furnishings

	     
	     
	Obtain phone service in home.

	     
	     
	Obtain utility hook-ups for home.

	     
	     
	Apply for life-alert services.

	     
	     
	Complete change of address at Post Office

	     
	     
	Make sure there are fire alarms, carbon monoxide detectors and fire extinguishers.

	
	
	

	
	
	

	
	
	

	
	
	


OUTCOME SUMMARY NOTES

	     

	

	

	

	

	

	

	

	


WHAT ARE MY FINANCIAL NEEDS?

	START
	END
	

	
	
	I will successfully manage my financial resources.

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


WHAT DO I NEED TO DO TO REACH MY GOAL?

	START
	END
	

	     
	     
	Prepare a budget to live independently.

	     
	     
	Establish a bank account.

	     
	     
	Establish a representative payee at Social Security.

	     
	     
	Obtain signature stamp.

	     
	     
	Contact Social Security about transition to live independently and set up direct deposit.

	     
	     
	Follow-up with Social Security office to insure transition recorded and check arrives on time.

	     
	     
	Apply for commodities.

	     
	     
	Apply for weatherization.

	     
	     
	Seek funding for utility hook-ups.

	     
	     
	Apply for reduced phone rates.

	     
	     
	Apply for food stamps.

	
	
	Apply for meals on wheels.

	
	
	Obtain energy assistance.

	
	
	

	
	
	


OUTCOME SUMMARY NOTES

	     

	

	

	

	

	

	

	

	


WHAT DO I NEED TO PARTICIPATE IN ACTIVITIES OF INTEREST TO ME IN THE COMMUNITY?

	Activities that are important to me:

 FORMCHECKBOX 
  Employment 
 FORMCHECKBOX 
  Volunteer activities
 FORMCHECKBOX 
  Education

 FORMCHECKBOX 
  Recreational transportation
 FORMCHECKBOX 
  Leisure interests
 FORMCHECKBOX 
  Community activities

 FORMCHECKBOX 
  
 FORMCHECKBOX 
  
 FORMCHECKBOX 
  


	START
	END
	

	
	
	I will participate in community activities of my choice.

	
	
	I will have accessible transportation in the community

	
	
	I will work in a job of my choosing.

	
	
	

	
	
	

	
	
	


WHAT DO I NEED TO DO TO REACH MY GOAL?

	START
	END
	

	     
	     
	Choose recreational/leisure activities

	     
	     
	Obtain peer visitor for social participation

	     
	     
	Participate in recreational events of choice

	     
	     
	Join a support group

	     
	     
	Identify people with whom you would like to remain in contact once leaving the facility

	     
	     
	Identify some of the people in the community with whom you’d like to reconnect.

	     
	     
	Make application to Dial-a-Ride.

	     
	     
	Make application to Senior Rider, apply for subsidy.

	     
	     
	Speak with Community faith in action.

	     
	     
	Learn city bus transportation system

	
	
	Make arrangements for accessible transportation

	
	
	Obtain power wheelchair or scooter

	
	
	Obtain permit or license.

	
	
	Have adaptations done to own vehicle for accessibility and functionality

	     
	     
	I will participate in a class of my choice 

	     
	     
	Determine educational opportunities 

	
	
	Participate in employment exploration/resources

	
	
	Apply for Vocational Rehab services

	
	
	Research and learn about a PASS plan.

	
	
	Learn about employment resources 

	
	
	

	
	
	

	
	
	


OUTCOME SUMMARY NOTES

	     

	

	

	

	

	

	


RISK PLANING 

	Date


	Consumer Signature 



	Risk Factors
	Area of Concern
	Mitigation Steps

Area of Independent Living Plan

	Substance Abuse 

(Section 6.A 2 & 5)
	[image: image1.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image2.wmf]No


	


	Mental Health Concerns
(Section 3 B 1-3)
	[image: image3.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image4.wmf]No


	

	Behavior Concerns
(Section 6.B)(1-4)
	[image: image5.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image6.wmf]No


	

	Cognition / Decision Making (Section 3.A 1-5)
	[image: image7.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image8.wmf]No


	

	Financial Concerns 

(Section 6 H)
	[image: image9.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image10.wmf]No


	

	Legal Issues 

(Section 6-I; 1.E 1-5)
	[image: image11.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image12.wmf]No


	

	Fire Safety

(Sections 7.A1, 2 B-1-8, 3-A 1-5)    
	[image: image13.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image14.wmf]No


	

	Falls 

(Section 6.A 8-11)
	[image: image15.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image16.wmf]No


	


	Medication 
(Sections 2-D 1-4, B-5)
	[image: image17.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image18.wmf]No


	

	Nutrition 

(Section 2.A 1-3)  
	[image: image19.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image20.wmf]No


	

	Health Care Access (Physician, Pharmacy, Home Health, Dental, Medicare Part-D other)
	[image: image21.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image22.wmf]No


	

	Living Environment 
(Section 4.C 1-2)
	[image: image23.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image24.wmf]No


	

	Family / Informal Support
(Section 1D 1-3)
	[image: image25.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image26.wmf]No


	

	Provider / Service Availability
	[image: image27.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image28.wmf]No


	

	Treatment Compliance 

    
	[image: image29.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image30.wmf]No


	

	Community and Social Participation 
(Section 6-G 1-7)
	[image: image31.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image32.wmf]No


	

	Health Conditions 
(Section 2 A-D)
	[image: image33.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image34.wmf]No


	

	Other
	[image: image35.wmf]Yes



 CONTROL Forms.CheckBox.1 \s [image: image36.wmf]No


	

	Team Members Present:




SIGNATURE PAGE

	 FORMCHECKBOX 
  I am in agreement with the Independent Living Plan listed above

 FORMCHECKBOX 
  I am aware that I will be giving up my nursing facility bed at time of discharge 

 FORMCHECKBOX 

I am not in agreement with this plan and am aware of my right to appeal by writing to:    Appeals Supervisor

N D Department of Human Services

600 E. Boulevard Ave. Dept 325

Bismarck, ND 58505-0250




	Consumer


	Date



	Family Member


	Date



	Team Member:


	Date



	Team Member:


	Date



	Team Member:


	Date
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