	DD-224-FF (1-14)
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Division of Developmental Disabilities

INDIVIDUAL SUPPORT PLAN (ISP)

CHANGES IN THE ISP
	

	INDIVIDUAL’S NAME (Last, First, M.I.)

	DATE



	     
	     

	Use this form to describe and document changes in the annual ISP.

	TYPE OF CHANGE(S)

	 FORMCHECKBOX 

New objective/Outcome
 FORMCHECKBOX 
 Discontinue objective/outcome

 FORMCHECKBOX 

Revised objective/outcome
 FORMCHECKBOX 
 Change Team Agreement/Assignment

	 FORMCHECKBOX 

Other (Specify):
	     
	

	
	

	DESCRIPTION OF CHANGE(S)

	Use the space below to describe the specific change(s) being made, e.g., list new objective or team agreement.

	     

	REASON FOR CHANGE(S)

	     

	PRINT NAME OF PERSON SUBMITTING CHANGE
	SIGNATURE OF PERSON SUBMITTING CHANGE
	DATE

	     
	
	     

	PRINT NAME OF SUPPORT COORDINATOR
	 SUPPORT COORDINATOR’S SIGNATURE
	PHONE NO.
	DATE

	     
	 
	     
	     


See reverse for Completion and Authorization Section.
See reverse for EOE/ADA/LEP/GINA disclosures
	DD-224-FF (1-14) REVERSE


	COMPLETION AND AUTHORIZATION 


This section must be completed or form may be returned.
The Support Coordinator has explained the change(s) to me. I understand that if I disagree with the change(s) and wish to request an Administrative Review, I must request one within 35 days of the date of this change notice.
I:

 FORMCHECKBOX 
 Agree
 FORMCHECKBOX 
 Disagree
 FORMCHECKBOX 
 Request team meeting before change

Return completed and signed form to your Support Coordinator at: 

     
     
     
     
OR:
 FORMCHECKBOX 
 I disagree and will request an Administrative Review, by mailing, calling, faxing, or hand delivering this completed and signed form to:
	Division of Developmental Disabilities

Office of Compliance and Review, SC 016F
3443 N. Central, 9th Floor, Ste. 916
Phoenix, AZ 85012
	OR
	Telephone

(602) 771-8163
	OR
	Fax

(602) 277-0026


It is your responsibility to obtain any needed assistance and to submit your request within the time specified. If you have any questions, please contact your Support Coordinator.
	PRINT NAME OF CONSUMER/RESPONSIBLE PERSON
	SIGNATURE OF CONSUMER/RESPONSIBLE PERSON
	DATE


	     
	
	     


Routing: Copy - Support Coordinator File, Copy – Consumer/Responsible Person, Copy – Provider
Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact the Division of Developmental Disabilities ADA Coordinator at (602) 542-0419; TTY/TDD Services: 7-1-1. • Free language assistance for DES services is available upon request. • Disponible en español en línea o en la oficina local.
