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PSP Amendment Form 

Reason for the meeting : 
 Amend Vision/Outcome/Action  Add/Remove Vision/Outcome/Action    Exit PSP     ICP Revisions   Other_____________ 

All changes to Visions, Outcomes or Actions must be made through the Case Manager without exception.  Consensus must still be reached 
among team members.  Consensus is indicated by signing the signature page whether at a meeting or routing the proposed changes for 
agreement.  

 

Notes for the meeting: 

If no revisions are needed to address the issues, give details of the team’s decision to address the concerns. 
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Section VII.  Outcomes 

Vision Statement: 

 

Outcome: Written to answer this question: “What do I want to do this year?” 
 

Assessment tool/s used: 

Actions (Approach):  How do I get there?  How 
will this be accomplished? Include name of provider 
agency and title of responsible person. 

Start Date/ 
Completion 

Date 

Status/Progress 

 
 

  

   

   

   

   

   

   

   

Quarterly Status: 
Note: Quarterly schedule may be based on the actual date of the PSP or the calendar year.  Indicate the schedule for this PSP below. 

Calendar Year  

Submitted by: 

Jan-Mar  

April 30th 

Apr-Jun  

July 30th 

Jul-Sep  

October 30th 

Oct-Dec  

January 30th 

PSP Date          

Submitted within 30 days of the end of the quarter; fill in quarter date ranges above. 

Updated by:  Agency/Dept:  

 

Additional Information:  

 

 
 

 



P e r s o n a l  S u p p o r t  P l a n  
 

Name:   Effective Date of Plan:  

 

State of Montana  Developmental Disabilities Program  April 1, 2013  Page 3 of 3 
 

Section IX.  Signatures 

 Initial PSP   Annual PSP  PSP review/revision  Exit PSP  

My plan has been explained to me.  I have been told what my rights are under my plan and I know that I may request 
another meeting, at any time, to make changes to my plan. 

It has also been explained to me that the Department of Public Health and Human Services checks my progress in the plan.  

I have been assured that this information is kept confidential.  Each member of my planning team will receive a copy of this 
plan. 

Signature Date 

  

  

 The Person did not attend the meeting after attempting on two separate occasions.  Please document above in the 
signature line the reasons the person did not attend and accommodations made to support the person in attending. 

As a member of this team, my signature reflects my understanding of the confidential nature of the information 
contained and discussed in this plan.  All decisions of the PSP team must be in consensus.  My signature indicates that I 
consent to this plan.  If attending meeting but not consenting, print name but leave signature line blank. 

Signature  
indicates agreement with plan 

Relationship to person 
Printed Name 

indicates attendance at meeting 

   

   

   

   

   

   

   

   

   

   

For Self-Directed Services only:  I understand that failure to abide by the plan of care and performance benchmarks written to address 
problems identified in managing self-directed services may result in the involuntary termination of self-directed services.  In this event, 
agency-based services may be made available. 

____________ initials of individual/legal representative 

 
 


