                                                                   SAMPLE CT PATH ASSESSMENT AND SERVICE PLAN TEMPLATE
Instructions:
· CT PATH projects are required to complete an assessment of client service needs and an initial service plan within 30 days of participant enrollment.  If a project has insufficient case management resources to enable service planning with all enrolled clients, the project may propose an alternative case management plan to DMHAS (e.g., conduct service planning with the 20 clients determined to be most vulnerable and/or homeless the longest).  That alternative plan must be documented on the project’s outreach plan, which must be approved by DMHAS & the CAN.
· Assessments and service plans must be updated at least every 6 months.

· All assessments and service plans must be signed by the client, outreach worker and supervisor.

· Goals must be client-driven, specific and measurable, and plans must indicate who is responsible for indicated action steps and when those action steps will occur.

· CT DMHAS has provided a template (see pages 2-3) that meets these requirements.  PATH projects are required to use this template.
· The template provides space for up to three goals.  Participants should determine how many goals they choose to focus on.  PATH projects are discouraged from working with participants on more than three goals simultaneously.

· An example is provided on page 4.

· This template is intended to be used as a supplement to the Statewide PATH HMIS Assessment form, which is used currently to gather data required in HMIS. Outreach staff should review the information gathered on that form in advance of establishing and updating servce plans. 

· PATH projects are required to make assertive attempts to engage clients receiving case management services in the assessment and service planning process.  Clients may opt not to participate.  In such circumstances, projects should document engagement attempts.

Participant Name: __________________________________________________            Plan Start Date: _______________ Plan End Date: _______________   

Strengths: ______________________________________________________________________________________________________________

Briefly identify the primary barriers to housing access/stability:  __________________________________________________________________________
 ________________________________________________________________________________________________________________________________

Briefly identify the most significant issues that interfere with this person’s safety/wellbeing: __________________________________________________

_________________________________________________________________________________________________________________________________

When was the last time this person had a permanent place to live?___________________Describe that place:____________________________________
Factors that led to this person’s homelessness: _______________________________________________________________________________________
People who provide this person with support (name, relationship, & contact info):___________________________________________________________

Who would the person like you to contact in case of an emergency? ______________________________________________________________________
	Goal #1 : (in person’s own words):
	

	Objectives: (a, b, c, etc.)  Using action words, describe the specific changes expected in measurable terms.  Add or delete rows if needed.

	Objective a.
	

	Objective b.
	

	Objective c.
	

	Interventions/Action Steps: Describe interventions and/or actions to support accomplishment of each objective. Include both client and staff tasks. Add or delete rows if needed.
	Person Responsible
	Target Date 

	OBJ a:


	
	
	

	
	
	
	

	OBJ b:


	
	
	

	
	
	
	

	OBJ c:


	
	
	

	
	
	
	


	Goal #2: (in person’s own words):
	

	Objectives: (a, b, c, etc.)  Using action words, describe the specific changes expected in measurable terms.  Add or delete rows if needed.

	Objective a.
	

	Objective b.
	

	Objective c.
	

	Interventions/Action Steps: Describe interventions and/or actions to support accomplishment of each objective. Include both client and staff tasks.
	Person Responsible
	Target Date 

	OBJ a:


	
	
	

	
	
	
	

	OBJ b:


	
	
	

	
	
	
	

	OBJ c:


	
	
	

	
	
	
	

	

	Goal #3: (in person’s own words):
	

	Objectives: (a, b, c, etc.)  Using action words, describe the specific changes expected in measurable terms.  Add or delete rows if needed.

	Objective a.
	

	Objective b.
	

	Objective c.
	

	Interventions/Action Steps: Describe interventions and/or actions to support accomplishment of each objective. Include both client and staff tasks.
	Person Responsible
	Target Date 

	OBJ a:


	
	
	

	
	
	
	

	OBJ b:
	
	
	

	
	
	
	

	OBJ c:


	
	
	

	
	
	
	


	Tenant Signature:  
	
	Date:

	Case Manager Signature:
	
	Date:

	Supervisor Signature:
	
	Date:


EXAMPLE

Participant Name: Jane Doe            






Plan Start Date:  7/1/19 
Plan End Date: 12/31/19  

Strengths: Jane takes great care of her dog and has many friends.  She is independent and can take care of herself. 
Briefly identify the primary barriers to housing access/stability:  Needs an apartment that will accept pets; Unsure of whether to get a place with her girlfriend who is sometimes mean and has done time; only income is SAGA cash.
Briefly identify the most significant issues that interfere with this person’s safety/wellbeing: Doesn’t like doctors or to share her personal business; has been in several violent relationships.
When was the last time this person had a permanent place to live? About 10 years ago Describe that place: Ex-girlfriend owned home in Danbury
Factors that led to this person’s homelessness? Left the relationship due to violence
People who provide this person with support (name, relationship, & contact info): Cupcake Doe (dog); Kate Brown (girlfriend, no current #); Mary Smith (pastor at soup kitchen (555)-222-1111); Amanda Jones (friend, private #); Lisa Lopez (friend, private #)
Who would this person like you to contact in case of an emergency? Mary Smith- she will find someone to take care of my dog.
	Goal #1 : (in person’s own words):
	To live in an apartment with my dog

	Objectives: (a, b, c, etc.)  Using action words, describe the specific changes expected in measurable terms.  Add or delete rows if needed. 

	Objective a.
	View 4 apartments 

	Objective b.
	Obtain a disability verification

	Objective c.
	Apply for SSI


	Interventions/Action Steps: Describe interventions and/or actions to support accomplishment of each objective. Include both client and staff tasks.
	Person Responsible
	Target Date 

	OBJ a:    
	Show Jane at least 2 apartments she could get just with her dog if she had a PSH voucher.
	Case Mgr/Jane
	8/1/19

	
	Show Jane at least 2 apartments she could get with her dog and girlfriend if they had a PSH voucher.
	Case Mgr/Jane
	8/15/19

	OBJ b:   
	Introduce Jane to 3 people who could provide a disability verification.
	Case Mgr
	9/1/19

	
	Decide if she is comfortable talking to any of these people.
	Jane
	9/15/19

	
	Decide together on next steps.
	Case Mgr/Jane
	10/1/19

	OBJ c:   
	Discuss steps necessary and pros & cons of doing an SSI application.
	Case mgr/Jane
	9/15/19

	
	Decide if/when she wants to apply for SSI.
	Jane
	10/1/19

	
	Decide together on next steps.
	Case Mgr/Jane
	10/15/19
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