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Where People with Disabilities Connect with the Community and the World

Individual Abuse Prevention Plan (IAPP)
Is the person susceptible to abuse in this area?

Sexual Abuse Physical Abuse Self-Abuse Financial Exploitation
Yes [JNo Yes []No K ves [INo [Jves XNo
Lack of‘understanding of Bflnability to identify dangerous situations KDresses inappropriately Oinability to handle
sexuality ﬁ Lack of community orientation skills [1 Refuses to eat ‘ financial matters
% Likely to seek/cooperate a( Inappropriate interactions with others [T Inability to care for self-help needs OOther:
in an abusive situation ‘ﬁ( Inability to deal with aggressive persons | PXLack of self-preservation/ safety skills
Wﬁ(lnability to be assertive X Verbally/physically abusive to others [0 Engages in self-injurious behaviors
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Does the person require support in this area?

Allergies []No [X] Yes ~ List: Q Epi Pen/Treatment [ No[]Yes
%‘k‘ (4N Location:
Seizures KLNO [[] Yes — Describe : Seizure PRN WNO [ ves
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Choking/Specialized Dietary Needs m No [ ] Yes - Describe Equipment/Supports :

Chronic Medical Conditions ﬁNo X ves - List: T\q)»\% Oveelm MRSCles,

Medication Administration/Treatment Orders m No [] Yes - Describe Equipment/Supports :

Specific Health & Medical Needs aNo ] Yes - List:

Mobility Supports Fall Risk WNO [[1 Yes — Describe primary mobility & supports [ Verbal Cues 0O 2 Person Hoyer
O Physical Assistance # staff in cares room:
O Posey / Gait Belt [0 1 Person Hoyer / Track
O Support straps/belts needed 0 Walker I Arjo
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Where People with Disabilities Connect with the Community and the World

Individual Abuse Prevention Plan {IAPP)
Is the person susceptible to abuse in this area?

Service Recipient: Bpm C(’SV\)‘(\}:_

Sexual Abuse
[:I Yes m'No

Physical Abuse
Yes DNo

If-Abuse
L Yes E]No

Financial Exploitation
[:] Yes lZI No

1 Lack of unders’tanding of

sexuality
O Likely to seek/cooperate
in an abusive situation

O Inability to be assertive
O Other:

ﬁ(lnability to identify dangerous situations
D(Lack of community orientation skills

[1 inappropriate interactions with others
O Inability to deal with aggressive persons
{4, Verbally/physically abusive to others

O “Victim” history exists

O Dresses inappropriately

O Refuses to eat

O Inability to care for self-help needs
XLack of self-preservation/ safety skills
O Engages in self-injurious behaviors

01 Neglects/refuses to take medications

Olnability to handle
financial matters
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Outcomg #1 . . Outcompe #2 Se +
Conduet  Coneloatipnl — legyient | Se) fegulote when “pSe

Does the person require support in this area?

Svelf'-Manag'em;n't Assessment {(SMA) & Intensive CSSP Addendum (CSSPA)

/
Allergies ﬁl No [] Yes — List:

Epi Pen/Treatment W No [] Yes

Location:

Seizures wNo [7] Yes — Describe :

/

Seizure PRN m/No [ Yes

Location:

Choking/Specialized Dietary Needsyl No [_] Yes ~ Describe Equipment/Supports :

/

Chronic Medical Conditions %No [ ves - List:

/

Medication Administration/Treatment Orders [_] No [ ] Yes ~ Describe Equipment/Supports :

Specific Health & Medical NeedsmNo [ Yes - List:

Mobility Supports Fall RiskﬂNo [[] Yes — Describe primary mobility & supports

O Support straps/belts needed

O Verbal Cues

O Physical Assistance
O Posey / Gait Belt
O Walker

{1 2 Person Hoyer

# staff in cares room: ____
O 1 Person Hoyer / Track
O Arjo

Community & Water Safety Skills [[] No [[] Yes

Sensory Disabilities |XN0 [ Yes — List:

Self-Management of Behaviors [ ] No [[] Yes — Describe supports:

Important To: T, \0} \\}‘ ',.n;t(mu\.’ Movies

Co wWotKer

Important For:  \£)o-(X o TQC\FO“’UW\ cmitn

Likes: CPu j:Po\d g "'O\T ;g'\r\CS)

Dislikes: T;@,y“ 5‘)(&&)1%‘

Describe Communication Style:

Ve bl




Staff: ZﬂW\

X

Service Recipient:

Date:
Where People with Disabilities Connect with the Community and the World
Individual Abuse Prevention Plan (IAPP)
Is the person susceptible to abuse in this area?
Sexual Abuse Physical Abuse Self-Abuse Financial Exploitation
Yes [:] No Yes D No [ZYes D No D Yes l:] No
'p(Lacli of' understanding of ‘ga./lnability to identify dangerous situations | $& Dresses inappropriately Cinability to handle
sexuality  Lack of community orientation skills O Refuses to eat financial matters

Likely to seek/cooperate
in an abusive situation

M\Inability to be assertive
0 Other:

9( Inappropriate interactions with others
ﬂ Inability to deal with aggressive persons
X Verbally/physically abusive to others

O “Victim” history exists

P Inability to care for self-help needs OOther:
XLack of self-preservation/ safety skills
P-Engages in self-injurious behaviors

O Neglects/refuses to take medications

Technology Use: 1

O Other: O Other:
Qutcome #1 g~ Outcome #2
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‘SeTf—-Management Assessment (SMA) & Intensive CSSP Addendum (CSSPA)
Does the person require support in this area?

Allergies []No %es ~ List: P@Y\‘i C‘\\( a

Epi Pen/Treatment [ No[] ves
Location:

Seizures MNO []Yes - Describe :

Seizure PRN [] No [] Yes
Location:

Choking/Specialized Dietary NeedsB;No [] Yes - Describe Equipment/Supports :

/
Chronic Medical Conditions I No [] Yes — List:

/

Medication Administration/Treatment OrdersﬁNo [J Yes — Describe Equipment/Supports :

pa
Specific Health & Medical NeedsﬁNo [] Yes —List:

O Support straps/belts needed

Mobility Supports Fall Risk [] No [XYes ~ Describe primary mobility & supports
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0 Verbal Cues

[ Physical Assistance
[ Posey / Gait Belt
[ Walker

1 2 Person Hoyer

# staff in cares room: ____
O 1 Person Hoyer / Track
0 Arjo

Community & Water Safety Skills [Z(No [ ves

Sensory Disabilities P 'No [] Yes - List:

Self-Management of Behaviors [_] No [X Yes — Describe supports:
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Where People with Disabilities Connect with the Community and the World

Individual Abuse Prevention Plan (IAPP)
Is the person susceptible to abuse in this area?

Sexual Abuse Physical Abuse If-Abuse Finangjal Exploitation
A~ Yes D No Yes [:] No Yes [:] No P Yes D No
Lack o% understanding of %Inability to identify dangerous situations | [0 Dresses inappropriately Mnabilit)y to handle
sexuality KLack of community orientation skills [0 Refuses to eat financial matters
Likely to seek/cooperate O Inappropriate interactions with others FInability to care for self-help needs OOther:
jn an abusive situation xlnability to deal with aggressive persons O Lack of self-preservation/ safety skills
Inability to be assertive 0 Verbally/physically abusive to others 0O Engages in self-injurious behaviors
7(0”“"“ CN\\ M("( O “Victim” history exists O Neglects/refuses to take medications
O Other: O Other:
Outcome #1 Q . v - Outcome #2
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Self-Management Assessment (SMA) & Intensive CSSP Addendum (CSSPA)
Does the person require support in this area?

L. 2
Allergies wOﬁYes - List:%v.\ j% Epi Pen/Treatment [ No[]Yes

Location:

/ p,
Seizure?%No@‘/es — Describe : Seizure PRN [] Nom Yes

Location:

Choking/Specialized Dietary Needs MNO [7] Yes - Describe Equipment/Supports :

Chronic Medical Conditions ] No [] ves — List:

Medication Administration/Treatment Orders E No [ ] Yes — Describe Equipment/Supports :

VA
Specific Health & Medical Needs [{] No [] Yes - List:

Mobility Supports Fall Risk ﬂNo [] Yes - Describe primary mobility & supports {1 Verbal Cues [ 2 Person Hoyer
[1 Physical Assistance # staff in cares room: ___
01 Pasey / Gait Belt O 1 Person Hover / Track

O Support straps/belts needed [ Waiker O Arjo

Community & Water Safety Skills HdNo [] ves

Sensory Disabilities [[] No [] Yes - List:

Self-Management of Behaviors [_] No [] Yes — Describe supports:

Important To: Important For:

2 NSav 9 “en1so

Likes: o Dislikes: {JeameyC
e, OV
?\Aé%\ = ol

Describe Communication Style:
Non Vedpar|




Sta%\

o

o

X

(=

Service Recipient:

Date:
Where People with Disabilities Connect with the Community and the World
Individual Abuse Prevention Plan {IAPP)

, Is the person susceptible to abuse in this area?

ual Abuse Physical Abuse If-Abuse Finangial Exploitation
/ Yes D No es |:| No Yes [:] No Yes D No
Lack’ o\f understanding of P inability to identify dangerous situations | [0 Dresses inappro‘priately inability to handle

exuality & Lack of community orientation skills [ Refuses to eat 4l financial matters

Likely to seek/cooperate [J Inappropriate interactions with others Klnability to care for self-help needs OOther:

I an abusive situation ﬂlnability to deal with aggressive persons

Inability to be assertive Verbally/physically abusive to others

Lack of self-preservation/ safety skills
0O Engages in self-injurious behaviors

0 Other: O “Victim” history exists O Neglects/refuses to take medications
O Other: O Other:
Outcome # Outcome #2
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Technology Use: ! !

Self-Management Assessment {SMA) & Intensive CSSP Addendum (CSSPA)
Does the person require support in this area?

/
Allergies &No [] Yes - List:

Epi Pen/Treatment [JNo[]Yes

Location:

/
Seizures IKNO [] Yes — Describe :

Seizure PRN [[] No ] Yes

Location:

Choking/Specialized Dietary NeedSﬁ No [ ] Yes — Describe Equipment/Supports :

pa
Chronic Medical ConditionsNNo [ ves - List:

.

e
Medication Administration/Treatment Orders N No [] Yes — Describe Equipment/Supports :

Specific Health & Medical Needs)ZSLNo [ ves - List:

O Support straps/belts needed /

yé
Mobility Supports Fall RiskﬂNo [[] Yes — Describe primary mobility & supports

1 Verbal Cues

[ Physical Assistance
1 Posey / Gait Belt
1 Walker

O 2 Person Hoyer

# staff in cares room: _____
01 1 Person Hoyer / Track
1 Arjo

Community & Water Safety Skills X} No ] ves
v

Sensory Disabilitieszo [ Yes—List:

Self-Management of Behaviors [] NoKYes - Describe supports: M
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Service Recipient:

Date:
Where People with Disabilities Connect with the Community and the World
Individual Abuse Prevention Plan (I1APP)
Is the person susceptible to abuse in this area?
ual Abuse Physical Abuse Self-Abuse Financial Exploitation
Yes [:] No Yes [:I No @Yes l:] No @’Yes I:l No
)XLack of understanding of nability to id\entify dangerous situations | B Dresses inappropriately ﬁnal;ility to handle
sexuality @(Lack of community orientation skills X Refuses to eat financial matters

Q(Likely to seek/cooperate
in an abusive situation

Inability to be assertive
1 Other:

‘jiflnappropriate interactions with others
‘Klnability to deal with aggressive persons
1 Verbally/physically abusive to others

O “Victim” history exists

O Other:

X Inability to care for self-help needs
¥ Lack of self-preservation/ safety skills
® Engages in self-injurious behaviors
1 Neglects/refuses to take medications

1 Other:

CiOther:

QOutcome #1

Outcome #2

Technology Use:

Does the person require support in this area?

Self-Management Assessment (SMA) & Intensive CSSP Addendum (CSSPA)

Allergies ﬁNo WYes ~ List:

Epi Pen/Treatment [ ] No[ ] Yes
Location:

Seizures mNo [] Yes — Describe :

Seizure PRN [] No[] Yes

Location:

Choking/Specialized Dietary Needs MNO [7] Yes ~ Describe Equipment/Supports :

Chronic Medical Conditions [XfNo [] Yes — List:

Medication Administration/Treatment Orders iB/NO [ Yes — Describe Equipment/Supports

Specific Health & Medical Needs IXNO [7] ves - List:

O Support straps/belts needed

Mobility Supports Fall Risk MNO [[] Yes — Describe primary mobility & supports

0 Walker

O Verbal Cues
O Physical Assistance
O Posey / Gait Belt

3 2 Person Hoyer
# staff in cares room:

0O 1 Person Hoyer / Track
O Arjo

Community & Water Safety Skills [ﬁ/No [Tves

Sensory Disabilities IXNo [] ves — List:

Self-Management of Behaviors [ ] No [_] Yes — Describe supports:

ZL”W(ZVI(ROP Q/}ﬂD& T/

Louc\

Importanf To: ﬁO\A’f‘W ; Y\&P@\fh‘ﬂq Important For: 5&*\, ““ CO‘{Y\'MMY):Ty
o]y Frendy =
Likes: Dislikes:

cw“\bmv\m%, Stavtes

Descrifle Compiunication $tyle: /




