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IDENTIFYING INFORMATION

NAME DOB CASE # GENDER

ADDRESS

MEETING DATE MEETING START TIME

IPOS EFFECTIVE DATE THIS PLAN EXPIRES ON

12/02/2025

FACILITATOR RECORDER

IPOS MEETING ATTENDEES

Name Relationship Attended Contributed
O |

ajo|jo)o
o|jo|jo|o

STRENGTHS AND ABILITIES

INDIVIDUAL PREFERENCES, INCLUDING FOR HOUSING AND/OR WORK

DESIRED CHANGES

WHAT ARE YOUR EXPECTATIONS OF SERVICES?
Is there anything that is important for staff to know and understand while supporting you, especially related to your health and safety, that isn't documented elsewhere in this IPOS?
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WHAT GOALS WILL BE ACCOMPLISHED DURING YOUR UPCOMING TREATMENT?

| WILL BE READY TO END HEALTHWEST SERVICES WHEN

ESTIMATED LENGTH OF TREATMENT

In your assessment we were able to identify Centerpiece and Useful Strengths that we want to make sure we use and include in
treatment. What Internal Strengths (cultural, talents/interests, values etc.) and External Strengths (community connections, natural
supports, etc.) do you want included in this IPOS?

Domain Identified to Be Addressed in New Domain Treatment Recommendation
Treatment

MICHICANS

0 MichiCANS not applicable

The Praed Foundation holds the copyright to the MichiCANS to ensure that it remains free to use. Training and annual certification is
required for appropriate use.

No current MichiCANS found.

MICHICANS DECISION SUPPORT MODEL (DSM) SERVICE RECOMMENDATIONS

No recommendations found.
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No Comprehensive MichiCANS found.

SOCIAL/NATURAL SUPPORTS (CIRCLE OF SUPPORTS)

Name of Support Type State how this person helps the Individual achieve their goals

The Home and Community Based Services (HCBS) Final Rule issued by CMS requires that Medicaid-funded services and supports
be provided in settings that are integrated into the community and protect the rights, freedoms, and choices of individuals receiving
services.<br/><br/>Intrusive or restrictive interventions, in both residential and non-residential settings, are only permitted when they
are necessary to protect the health and safety of an individual. Examples of intrusive supports or restrictive interventions may include
environmental characteristics (e.g. fencing, door locks, window alarms), staff protocols or procedures (e.g. increased supervision in the
home or during outings), or specific limitations (e.g. the individual may not be allowed to have certain foods or use certain items).<br/
><br/>When intrusive or restrictive interventions and/or supports are put in place, additional oversight and documentation within the
IPOS are necessary to ensure HCBS requirements are upheld.

DOES THIS PLAN INCLUDE INTRUSIVE OR RESTRICTIVE SUPPORTS WHICH ARE IMPLEMENTED BY COMMUNITY LIVING SUPPORTS (CLS), SKILL BUILDING, OR SUPPORTED
EMPLOYMENT SERVICES STAFF IN EITHER A SPECIALIZED RESIDENTIAL OR NON-RESIDENTIAL SETTING?

OYes [ONo

HealthWest is committed to compliance with the HCBS Final Rule which gives each individual certain specific rights to choice and
being treated with dignity. The following questions help us assure that you understand those rights and options. We make a Treatment
Plan for your services together, as equal partners, through the Person-Centered Planning Process.

DOES THE PERSON, AGE 18 OR OLDER, LIVE IN A SPECIALIZED RESIDENTIAL SETTING?
OYes [ONo

DO YOU PARTICIPATE IN SKILLED EMPLOYMENT, COMMUNITY LIVING SERVICES, PRE-VOCATIONAL AND/OR VOCATIONAL SERVICES IN A NON-RESIDENTIAL SETTING?
OYes [INo

If the Individual needs one or more of these services, you may need to complete the 1915(i) SPA Benefit form:

« Community living supports

« Enhanced pharmacy

» Environmental modifications

» Family support and training

» Financial management services (FMS)/fiscal intermediary

» Housing assistance

» Respite

« Skill building

» Specialized medical equipment and supplies (assistive tech)

» Supported/integrated employment or vehicle modification (assistive tech)

IS THIS INDIVIDUAL AUTHORIZED OR IS A REQUEST FOR AUTHORIZATION BEING MADE FOR ANY OF THE 1915 (I) SPA SERVICES LISTED ABOVE?
OYes [INo

If YES and not completed in the annual workflow click the link below to complete.
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1915(1) REFERRAL FORM:

None found.
1915(1) FUNDING SOURCE:

None found.

IS AN IN-SERVICE REQUIRED?
OYes [INo

ESTIMATED COST OF SERVICES

As part of your individual plan of service that you completed through a person-centered planning process, the cost for each service

and support is estimated. This is only a cost estimate, it is not a bill required to be paid. It is subject to change based on your needs.
The total estimated costs for services is $0.

The Praed Foundation holds the copyright to the MichiCANS to ensure that it remains free to use. Training and annual certification is
required for appropriate use.

No current MichiCANS found.
CRISIS PREVENTION PLAN
U | have completed a Crisis Prevention Plan
O | plan on completing a Crisis Prevention Plan in the future
I | declined to complete a Crisis Prevention Plan, but understand | can at any time
ADVERSE BENEFIT DETERMINATION TYPE
0 Medicaid [0 Non-Medicaid
PERIODIC REVIEW SCHEDULE

NEXT REVIEW DATE
Leave blank to auto-calculate from Schedule

UPCOMING APPOINTMENTS

Date / Time Purpose Staff Location / Site Status
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ACTION NOTICE

RE: CASE NUMBER:

Informal Conflict Resolution:

If you have a concern or complaint, please feel free to ask for a review of your person-centered plan with your caseworker, therapist,
or contact Customer Service at 231-720-3201. We will assist you to find a solution. We will review your concern and will help with
informal problem solving.

Your Rights to a Formal Grievance and Complaint Process:

Your person-centered plan describes services and supports authorized to be provided to you. HealthWest is responsible for the
authorization of these services, and the legal basis for any utilization review decision made during the approval of this plan is found
in the Code of Federal Regulations 42 CFR 440.230(d). Customer Services will provide these rules and information to you at your
request. If you do not agree with the amount, scope or duration of services and supports included in this plan or do not feel that
you are receiving enough services to keep you well or attain your goals, you have the right to have someone listen to your concern
and make a decision if you are receiving the right amount of service(s). To file a grievance or complaint you may contact Customer
Services at 231-720-3201.

Appeal:

Anytime you disagree with HealthWest or a contracted provider when they make a decision to deny, suspend, terminate or reduce
your current services (or a service you have requested) you have a right to appeal this decision. Requests can be made verbally, or
in writing, and must be received by Customer Services within 60 calendar days of the notice. You will receive a written decision on
a standard appeal within 30 calendar days after we get your appeal. Our decision might take longer if you ask for an extension, or if
we need more information about your case. We'll tell you if we’re taking extra time and will explain why more time is needed. If your
appeal is for payment of a service you've already received, we’ll give you a written decision within 60 calendar days.

You have the right to request an "expedited" or "fast" appeal if waiting the standard time of 30 calendar days for the appeal decision
would seriously jeopardize your life or health or your ability to attain, maintain, or regain maximum function. Your provider may also ask
on your behalf. If your request is approved, we will give you a decision on a “fast” appeal within 72 hours after we get your appeal. If
we don’t give you a "fast" appeal, we’'ll give you a decision within 30 calendar days.

To ask for a Local Appeal verbally call:
1-800-897-3301
To ask for a Local Appeal in writing:

HealthWest
Lakeshore Regional Entity
500 Hakes Drive Suite 500
Norton Shores, M| 49411

Phone Number: 1-800-897-3301
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Fax Number: 1-231-769-2071

IPOS must be sent to the Individual/Guardian within 15 days from IPOS Meeting Date.

My signature indicates that:

« | received information regarding available services and service array through HealthWest, was made aware of appropriate
service options and alternatives, was made aware of available service providers, the purpose of services included in the IPOS,
as well as the potential risks and benefits of the services | will be receiving under this plan.

« |l understand that | may have a meeting for any or all of the planning process whenever | wish or need.

| have been provided with information regarding grievance/appeal process and understand these rights. | acknowledge that if
| decline to receive a copy of my Individualized Plan of Service, | am also declining to receive the written appeal rights on that
document.

« | am in agreement with this Individualized Plan of Service as developed on null, effective 12/02/2025, give my consent to the
services as described, and agree to be responsible for carrying out the stated goals. | participated in the development of this
plan and it addresses the needs | presented.

SIGNATURES

STAFF SIGNATURE / CREDENTIALS DATE
INDIVIDUAL SIGNATURE PRINTED NAME DATE
SUPERVISOR SIGNATURE / CREDENTIALS DATE
ADDITIONAL STAFF SIGNATURE / CREDENTIALS DATE
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