ADULT DAY TRAINING


3RD QUARTER / ANNUAL REPORT & JUSTIFICATION

ADULT DAY TRAINING

	NAME OF PERSON
	

	DATE OF REPORT
	

	PERIOD COVERED
	

	SP EFFECTIVE DATE
	

	SA EFFECTIVE DATE
	

	WSC NAME
	

	WSC AGENCY (IF APPLICABLE) 
	

	ADT CASE MANAGER
	

	PROGRAM LOCATION
	

	Reason for requested program
	


ANNUAL SUMMARY
PERSONAL GOALS (PLEASE LIST EACH GOAL IN NUMERICAL ORDER): 

SUPPORTS AND SERVICES (PLEASE LIST EACH SUPPORT AND SERVICE FROM THE SUPPORT PLAN IN NUMERICAL ORDER):
DESCRIBE PROGRESS OR LACK OF PROGRESS FROM STAFF’S POINT OF VIEW FOR THE THIRD QUARTER: 

During the 3rd quarter………

DESCRIBE PROGRESS OR LACK OF PROGRESS FROM STAFF’S POINT OF VIEW FOR THE last year:

Over the last year………
DESCRIBE PROGRESS, OR LACK THEREOF, FOR THE LAST QUARTER OF PERVIOUS SUPPORT PLAN YEAR (INCLUDE PREVIOUS YEAR GOALS):  

This is information pertaining to the 4th quarter of last Support Plan year.
DESCRIBE PROGRESS OR LACK OF PROGRESS FROM THE INDIVIDUAL’S POINT OF VIEW FOR THE THIRD QUARTER: 

During the 3rd quarter………

DESCRIBE PROGRESS OR LACK OF PROGRESS FROM THE INDIVIDUAL’S POINT OF VIEW FOR THE LAST YEAR:

Over the last year………

DESCRIBE POTENTIAL REASONS WHY PROGRESS WAS NOT MADE AND WHAT (IF ANY) CHANGES THE PERSON WANTS TO MAKE ON THEIR GOALS:

	MEDICAL, PHYSICAL, BEHAVIORAL AND EMOTIONAL HEALTH INFORMATION FOR THE LAST QUARTER:
Environmental factors, overstimulation, medications, food allergies, medical conditions, behavior plans, baker acts, police involvement, stress, anxiety, depression and grief – just a few pointers.  


COMMUNITY LIFE, BILL OF RIGHTS, CURRICULM TRAINING FOR THE LAST QUARTER: 
Whatever is most important to this person, i.e: access to personal possessions, fair wages, voting, freedom from discrimination or harm, specific restrictions in behavior plan, education on informed consent, privacy and religion – just a few pointers. 
DESCRIBE EDUCATION AND TRAINING REGARDING CHOICES AND PREFERENCES FOR THE LAST QUARTER:
What are this persons choices and preferences? Could be to use the bathroom every 2-hours, to work and earn a paycheck, not sit in a noisy room or setting, heat intolerant, etc.
LEVEL OF SUPERVISION REQUESTED:

 FORMCHECKBOX 
  1-10 Ratio





 FORMCHECKBOX 
  Moderate Level – 1-5 Ratio




 FORMCHECKBOX 
  Intensive Level – 1-3 Ratio




 FORMCHECKBOX 
  1-1 Ratio





JUSTIFICATION FOR REQUESTED LEVEL OF SUPERVISION:



 FORMCHECKBOX 
  Behavioral






 FORMCHECKBOX 
  Medical







 FORMCHECKBOX 
  Physical Assistance





 FORMCHECKBOX 
  None required    

BENEFITS THAT WILL BE RECEIVED DUE TO:

	( CONTINUATION OF SERVICES       (  JUSTIFICATION OF NEW SERVICES

1. Continue to receive supervision at a 1:10 rate while in attendance at ADT, three days a week.

2. Continue to receive support from an ADT staff in order to improve skills necessary for earning a bi-weekly paycheck.
3. Continue to receive support from ADT staff in order to improve communication skills necessary for community employment.

4. Continue to receive support from ADT staff in order to improve work skills necessary for community employment by participating in Innovations to learn new contract training jobs while maintaining the current work skills.

5. Continue to work on contract training jobs to earn biweekly paycheck

6. Continue to receive support from ADT staff in order to improve social skills, money skills and work skills.
7. Continue to receive support from ADT staff to attend ATAC, computer class and any other activity offered at PARC.
8. Continue to receive support from ADT staff to attend social events at PARC to maintain/ / increase social skills.



DEFINE AREA(S) THAT REQUIRES ADDITIONAL SUPPORT(S):
	


STAFFING AND/OR ADDITIONAL SUPPORTS TO ENSURE HEALTH AND SAFETY: 
 (Include # of staff, duties of each, additional time spent implementing supports/procedures, and documentation):

RECOMMENDED GOALS FOR UPCOMING SUPPORT PLAN YEAR:
	


Supervisor’s Signature




Date
COPY TO WSC:





COPY TO INDIVIDUAL / GUARDIAN:







DATE MAILED: _____________________


DATE MAILED: _____________________

DATE FAXED: ______________________


DATE FAXED: ______________________

DATE HAND DELIVERED: ____________________
DATE HAND DELIVERED: ____________________

Confidential
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