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(DDD-1472D packet)
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Division of Developmental Disabilities
	


PLANNING MEETING ATTENDANCE SHEET

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

     

	LOCATION OF MEETING (No., Street, City, State, ZIP) 

      

	REASON FOR TEAM MEETING:

     

	SIGNATURES

	Signature indicates attendance at the meeting. Please indicate people in attendance who would not or could not sign.

	Team Member’s Name (print)
	Relationship to Person
	Team Member’s Signature
	Date
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ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Division of Developmental Disabilities
ACKNOWLEDGMENT OF PUBLICATIONS / INFORMATION
	MEMBER / RESPONSIBLE PERSON’S NAME (Print or type)
     
	LOCATION OF MEETING

     
	DATE

     


The Member/Responsible Person will acknowledge receipt of the publication/information by placing his/her initials next to the applicable statements.
Required Annually for All Members
	    
	
	I was informed of the opportunity to choose my Support Coordinator. I understand my choice will be honored to the best of the District’s ability. 


	    
	
	I understand that the next meeting due must be scheduled at the close of the current meeting.


	    
	
	I understand when my assigned Support Coordinator is not available for a scheduled meeting, there will be a Back Up Support Coordinator assigned to conduct the meeting.


	    
	
	I understand that I am required to submit any necessary paperwork for continued eligibility by requested due date.


	    
	
	I understand the member eligible for the Division must be present at all meetings.


	    
	
	The Statement of Rights (PAD-195) booklet was given or offered to me. I may also go to www.azdes.gov/ddd/ to obtain a copy. 


	    
	
	I understand I can raise a concern to the Human Rights Committee (HRC) about a possible violation 
of the rights of an eligible member by calling 1-866-229-5553.


	    
	
	I understand that the Human Rights Committee members and the Program Review Committee members will have access to my personal information in the performance of official duties.


	    
	
	The Notice of Privacy Practices (DES-1077A) was given or offered to me. I may also go to www.azdes.gov/ddd/ to obtain a copy. 


	    
	
	I was informed of the Division’s website, www.azdes.gov/ddd/ 


	    
	
	I understand service decisions may require further approval, subject to ALTCS requirements or 
state funding.


	    
	
	I understand the Division may disclose to providers any historical and behavioral information per 
A.R.S. 36-557 (N). 


	    
	
	The grievance and appeal procedures have been explained to me. 


Additional Requirements for Specific Groups
	    
	
	I understand that the services offered through the ALTCS program are described in the ALTCS Member Handbook (PAD-465 that is required annually for all ALTCS members). The Handbook was given or offered to me. I may also go to www.azdes.gov/ddd/ to obtain a copy.

	    
	
	The pamphlet, Decisions About Your Healthcare (PAD-588), was given or offered to me. I may also go to www.azdes.gov/ddd/ to obtain a copy.  (Required annually for all members age 18 or older.)


	    
	
	The Voter Registration information was given or offered to me.  I may also go to www.azsos.gov/election/VoterRegistration.htm to obtain a copy.  (Required for members who do not have a legal guardian, and who are or will be 18 by the next general election.)


	    
	
	I was informed of my requirement to register with the Selective Service. (Required for males at age 18.)


Your signature indicates the information listed above has been reviewed.

	
	
	     

	Member’s Signature
	
	Date

	
	
	     

	Responsible Person’s Signature
	
	Date

	
	
	     

	Responsible Person’s Signature
	
	Date

	
	
	     

	Support Coordinator’s Signature
	
	Date


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.
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	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Division of Developmental Disabilities
	


ANNUAL PLAN – TARGETED / DD ONLY (Age 3 and Above)

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

     
	DATE

     

	If DD Only, have you applied for Social Security?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No     

	Approved?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No     If no, why?      


	TEAM ASSESSMENT SUMMARY

	Briefly summarize the current situation:

Home:       

	Work:       

	School:       

	Family, Friends, Activities:       

	Health (Seeing the doctor, dental, behavioral health, durable medical equipment):      


	Making decisions (for individuals 14 years and older):      


	VISION OF THE FUTURE

	What I want for my future (short/long term goals): 

     

	What my family/guardian wants for my future:

     


	PRIORITIES

	Based on the above, identify the individual’s top priorities for the upcoming year.

	What are the top priorities?
	What is currently happening?
	What else is needed to
get there?
	What natural or community supports are available?

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	SERVICES

	The Division provides Support Coordination services to individuals eligible for TSC or DD Only.

	     
	 FORMCHECKBOX 
 Indirect
	 FORMCHECKBOX 
 Identified Need

	     
	 FORMCHECKBOX 
 Indirect
	 FORMCHECKBOX 
 Identified Need

	     
	 FORMCHECKBOX 
 Indirect
	 FORMCHECKBOX 
 Identified Need

	     
	 FORMCHECKBOX 
 Indirect
	 FORMCHECKBOX 
 Identified Need


	PRE-PAS

	Yes
No

 FORMCHECKBOX 

 FORMCHECKBOX 

1.
Will the responsible person or the family be using any ALTCS services (e.g., therapy, respite)?

 FORMCHECKBOX 

 FORMCHECKBOX 

2.
Is the individual a U.S. citizen or a lawful permanent resident?

 FORMCHECKBOX 

 FORMCHECKBOX 

3.
Does the individual appear financially eligible for ALTCS (<$2,000 in assets, < 300% of SSI income)?

	IF ANY QUESTION ABOVE IS ANSWERED “NO”, STOP HERE AND DO NOT REFER TO ALTCS.

	DIAGNOSED CONDITIONS/TREATMENTS (Mark all that apply)

	 FORMCHECKBOX 

Cerebral palsy

 FORMCHECKBOX 

Cognitive disability

 FORMCHECKBOX 

Seizure Disorder

 FORMCHECKBOX 

Autism

 FORMCHECKBOX 

Immune Deficiency

 FORMCHECKBOX 

Respiratory Conditions Requiring Assisted Devices 
or Invasive Treatments (other than oxygen, SVN, 
medications)

 FORMCHECKBOX 

Growth Failure / Assisted Feedings

 FORMCHECKBOX 

Short Gut / Malabsorption Syndrome

 FORMCHECKBOX 

Chromosomal Abnormalities/Syndromes
	 FORMCHECKBOX 

Congenital Syndromes

 FORMCHECKBOX 

Musculoskeletal Abnormalities


 FORMCHECKBOX 

Absent Limbs


 FORMCHECKBOX 

Arthrogryposis

 FORMCHECKBOX 

Central Nervous System / Neurological Conditions


 FORMCHECKBOX 

Structural (Hydrocephaly, Spina Bifida, Microcephaly)

 FORMCHECKBOX 

Traumatic (Significant/Severe)

 FORMCHECKBOX 

Developmental (Moderate/Significant)
 FORMCHECKBOX 

Loss of Previously Acquired Skills (Documented)

 FORMCHECKBOX 

Behavioral / Attachment/Socialization/Conduct Disorders

 FORMCHECKBOX 

Global Developmental Delays

	IF ANY OF THE ABOVE CONDITIONS/TREATMENTS CURRENTLY EXIST, REFER TO ALTCS..

	ACTION ITEMS

	Action Item
	Person Responsible

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	INDIVIDUAL’S SIGNATURE


	DATE



	RESPONSIBLE PERSON / COURT APPOINTED GUARDIAN’S SIGNATURE


	DATE



	RESPONSIBLE PERSON / COURT APPOINTED GUARDIAN’S SIGNATURE


	DATE



	SUPPORT COORDINATOR’S SIGNATURE


	DATE
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	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Division of Developmental Disabilities

RISK ASSESSMENT
	Page 1 of 3

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

	     
	     

	PART I – ASSESSMENT OF RISKS


CRITICAL DOCUMENTATION:

The Risk Assessment is used to identify risks that could compromise the individual’s quality of life. It should identify what could be done differently to minimize or eliminate the risk.  Any Risk Assessment document should be simple, straightforward, visible and readily available to the staff working directly with the individual.  The third page may assist in determining whether Part II of the Risk Assessment is required.

· Every individual must be assessed for risk.

· If risks are determined, then Part II - Prevention of Risks must be developed.  

· Consider normal and unusual risks for the individual in various areas of the person’s life and discuss preventative measures.  

· If additional risks are identified, use an additional form.

	Is the person ALTCS eligible and receiving Attendant Care, Habilitation Independent (HAI), Nursing, Housekeeping or Respite in a Non-Licensed setting?

 FORMCHECKBOX 
 Yes (If yes, complete a Back-Up Plan (DDD-1309B)
 FORMCHECKBOX 
 No


The signature below indicates the team has assessed and determined that a Part II – Prevention of Risks is NOT necessary.
	INNDIVIDUAL/RESPONSIBLE PERSON’S SIGNATURE
	DATE
	SUPPORT COORDINATOR’S SIGNATURE
	DATE

	
	     
	
	     

	PART II – PREVENTION OF RISKS

	WHAT IS THE IDENTIFIED RISK?
	 DATE RISK IDENTIFIED

	     
	     

	WHAT IS CURRENTLY WORKING TO PREVENT THE RISK?

	     

	Action Item Needed?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	WHAT IS THE IDENTIFIED RISK?
	 DATE RISK IDENTIFIED

	     
	     

	WHAT IS CURRENTLY WORKING TO PREVENT THE RISK?

	     

	Action Item Needed?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


	WHAT IS THE IDENTIFIED RISK? 
	 DATE RISK IDENTIFIED

	     
	     

	WHAT IS CURRENTLY WORKING TO PREVENT THE RISK?

	     

	Action Item Needed?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	WHAT IS THE IDENTIFIED RISK? 
	 DATE RISK IDENTIFIED

	     
	     

	WHAT IS CURRENTLY WORKING TO PREVENT THE RISK?

	     

	Action Item Needed?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	WHAT IS THE IDENTIFIED RISK? 
	 DATE RISK IDENTIFIED

	     
	     

	WHAT IS CURRENTLY WORKING TO PREVENT THE RISK?

	     

	Action Item Needed?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	WHAT IS THE IDENTIFIED RISK? 
	 DATE RISK IDENTIFIED

	     
	     

	WHAT IS CURRENTLY WORKING TO PREVENT THE RISK?

	     

	Action Item Needed?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


What is the Identified Risk?

	 FORMCHECKBOX 
 None

Life Threatening Behavior

 FORMCHECKBOX 
 Alcohol Use/Abuse

 FORMCHECKBOX 
 Illegal drug use

 FORMCHECKBOX 
 Individual attempted suicide

 FORMCHECKBOX 
 Person has ingested foreign objects

 FORMCHECKBOX 
 Other

      
Medical Issues

Please list specific risks related to the diagnosis listed below

 FORMCHECKBOX 
 Allergies (Environmental, Food and/or Medications)

     
 FORMCHECKBOX 
 Asthma/Breathing Problems
     
 FORMCHECKBOX 
 Bowel Problems
     
 FORMCHECKBOX 
 Brittle Bones
     
 FORMCHECKBOX 
 Bronchitis
     
 FORMCHECKBOX 
 Catheter
     
 FORMCHECKBOX 
 Cerebral Palsy
     
 FORMCHECKBOX 
 Diabetes
     
 FORMCHECKBOX 
 Dietary
     
 FORMCHECKBOX 
 Feeding Tube
     
 FORMCHECKBOX 
 Hearing/Vision Impairment
     
 FORMCHECKBOX 
 Heart Problems
     
 FORMCHECKBOX 
 High Blood Pressure
     
 FORMCHECKBOX 
 History of Aspiration and Pneumonia
     
 FORMCHECKBOX 
 Infection
     
 FORMCHECKBOX 
 Other Medical Equipment
     
 FORMCHECKBOX 
 Respiratory/Lung Problems
     
 FORMCHECKBOX 
 Seizures
     
 FORMCHECKBOX 
 Skin Break Down
     
 FORMCHECKBOX 
 Ventilator Dependent
     
 FORMCHECKBOX 
 Other

      
Behavioral Issues

 FORMCHECKBOX 
 Depression/Mood disorders or any mental illness

 FORMCHECKBOX 
 Difficulty understanding consequences

 FORMCHECKBOX 
 Invades personal space

 FORMCHECKBOX 
 Pica

 FORMCHECKBOX 
 Property destruction

 FORMCHECKBOX 
 Runaway risk


(Continued in next column)
	Behavioral Issues (continued)

 FORMCHECKBOX 
 Self-Abusive

 FORMCHECKBOX 
 Suicidal thoughts

 FORMCHECKBOX 
 Verbal/Physical aggression

 FORMCHECKBOX 
 Other

      
Safety/Self-Help

 FORMCHECKBOX 
 Chokes easily

 FORMCHECKBOX 
 History of ambulation concerns/falls

 FORMCHECKBOX 
 Inability to evacuate home in an emergency situation

 FORMCHECKBOX 
 Lack of judgment

 FORMCHECKBOX 
 Lacks community safety

 FORMCHECKBOX 
 Lacks fire safety skills

 FORMCHECKBOX 
 Lacks Stranger Danger skills

 FORMCHECKBOX 
 Memory loss

 FORMCHECKBOX 
 Past or potential for police involvement

 FORMCHECKBOX 
 Risk of exploitation

 FORMCHECKBOX 
 Other

      
Risks associated when a provider does not show up

 FORMCHECKBOX 
 Cannot self-medicate

 FORMCHECKBOX 
 Cannot use the telephone

 FORMCHECKBOX 
 Difficulty with communication

 FORMCHECKBOX 
 Difficulty with reading comprehension

 FORMCHECKBOX 
 Does not recognize signs of an illness

 FORMCHECKBOX 
 Food handling and storage

 FORMCHECKBOX 
 Managing own finances

 FORMCHECKBOX 
 Relying on an untrained caregiver

 FORMCHECKBOX 
 Unable to complete independently; dressing,  
      cooking, feeding, bathing or using the bathroom

 FORMCHECKBOX 
 Other

      
Life Events

 FORMCHECKBOX 
 Aging

 FORMCHECKBOX 
 Change in Household Composition

 FORMCHECKBOX 
 Change of residence

 FORMCHECKBOX 
 Does not adjust well to change

 FORMCHECKBOX 
Family member dies

 FORMCHECKBOX 
 Family move or abandonment of support system

 FORMCHECKBOX 
 New health diagnosis/disabling condition

 FORMCHECKBOX 
 Other

      



