Name:                                                      Medicaid #                               ISP Start:              End:              Revision date:                                                      

	Personal Preferences Tool

	Person Centered Plan Outcome(s) (List all that are addressed in this service from the PC ISP Part III Shared Plan):

	

	Risks (Indicate all identified/potential risks from the PC ISP Part III Shared Plan):
	Describe supports and/or response steps for each risk:

	☐ Pressure Injury
	

	☐ Aspiration Pneumonia
	

	☐ Fall with Injury
	

	☐ Dehydration
	

	☐ Bowel Obstruction
	

	☐ Sepsis
	

	☐ Seizure
	

	☐ Community Safety Risks
	

	☐ Self-Harm
	

	☐ Elopement
	

	☐ Lack of Safety Awareness
	

	☐ Substance 
	

	☐ Suicidal ideations
	

	Traits or qualities preferred in those who support the individual: 

	

	For individuals who do not speak:

	This is how I communicate “yes”:
	

	This is how I communicate “no”:
	

	Other information about how I communicate:
	

	People who support with intimate needs:

	List the people (paid and unpaid) who are acceptable to the individual for intimate supports (such as bathing, personal hygiene, feminine care, lifting/transferring/positioning, dressing, restroom):



	Describe specific preferences when providing supports:

	Routine Support
	Personal preferences/What’s important to me:

	☐ Adaptive equipment/DME
	

	☐ Bathing
	

	☐ Communication support
	

	☐ Dressing
	

	☐ Restroom support
	

	☐ Positioning/transferring
	

	☐ Personal appearance
	

	☐ Medication use
	

	☐ Housekeeping
	

	☐ Laundry
	

	☐ Shopping
	

	☐ Meal planning/preparation/ intake
	

	☐ Banking/money management
	

	☐ Medical appointments
	

	☐ Transportation
	

	☐ Crisis plan
	

	☐ Other routine support (e.g., dialysis, catheter care, ostomy care) List other: _________________________________________________________________________________________________________________________________________________

	

	☐ Other medical (e.g., high/low blood pressure, dementia/ neurological impairment, respiratory care, G-Tube, etc.) List other:

_________________________________________________________________________________________________________________________________________________
	

	☐ Other behavioral (e.g. Self-neglect, trichotillomania, severe stereotypy, etc.) List other:
_________________________________________________________________________________________________________________________________________________
	

	Comments:



Completed by: ​____________________________________ Date completed: __________
General Schedule of Supports

The following schedule can be completed directly in WaMS, on this template, or in an alternate self-developed format. Blocks of time for the provision of Personal Assistance, Companion, and Respite services are detailed in the schedule, so that the hours these services are provided are clearly indicated. 

	
	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday 

	6:00a
	
	
	
	
	
	
	

	7:00a
	
	
	
	
	
	
	

	8:00a
	
	
	
	
	
	
	

	9:00a
	
	
	
	
	
	
	

	10:00a
	
	
	
	
	
	
	

	11:00a
	
	
	
	
	
	
	

	12:00p
	
	
	
	
	
	
	

	1:00p
	
	
	
	
	
	
	

	2:00p
	
	
	
	
	
	
	

	3:00p
	
	
	
	
	
	
	

	4:00p
	
	
	
	
	
	
	

	5:00p
	
	
	
	
	
	
	

	6:00p
	
	
	
	
	
	
	

	7:00p
	
	
	
	
	
	
	

	8:00p
	
	
	
	
	
	
	

	9:00p
	
	
	
	
	
	
	

	10:00p
	
	
	
	
	
	
	

	11:00p
	
	
	
	
	
	
	

	12:00a
	
	
	
	
	
	
	

	1:00a
	
	
	
	
	
	
	

	2:00a
	
	
	
	
	
	
	

	3:00a
	
	
	
	
	
	
	

	4:00a
	
	
	
	
	
	
	

	5:00a
	
	
	
	
	
	
	

	Comments
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