YOUTH EMPOWERMENT SERVICES (YES) WAIVER

WRAPAROUND PLAN

CHILD/ADOLESCENT MENTAL HEALTH
	Date: 
	Participant Name:

	Medicaid Number:
	Program/Unit:

	Case Manager:
	Case Manager ID:

	Case Number:




  FORMCHECKBOX 
  Initial Plan
         FORMCHECKBOX 
   Monthly Review

 FORMCHECKBOX 
  Transition Plan

Wraparound Team Members
	Name
	Relation to Participant
	Phone

	1. 
	Participant
	

	2. 
	LAR
	

	3. 
	Case Manager
	

	4. 
	Community Living Support
	

	5. 
	Family Support
	

	6. 
	Specialized Services Therapist
	

	7.
	
	

	8.
	
	

	9.
	
	

	10.
	
	

	11.
	
	

	12.
	
	

	13.
	
	

	14.
	
	

	15.
	
	


	Participant Name:
	Case Number:

	Family Vision Statement:

	

	Team Mission Statement:

	


                                                              Strengths and Roles

	Youth and Family Strengths
	Informal Support Strengths
	Formal Support Strengths/Roles

	Samples:

_______ is extremely patient as a mother, which helps ______ better control his emotions.  
_______ is very engaged in services and open to new ideas in how to provide best treatment to _______. 

_______ is consistent in keeping her appointments and in her parenting techniques with _______. 

_______ has been showing more self-control, when he is upset. He is learning to use his words more often. 

_______ is caring and thinks about others, which helps him build relationships. 

_______ has been taking feedback very well, and is able to be redirected. 

_______ is open with providers, which helps with services. 

_______ is able to accept consequences for his choices. 


	
	Community Living Support: Skill building, role playing, anger and stress management. 
Family Support: Providing resources to family, providing education and support to parent. 
Case Manager: Monitor progress, coordinate services, and facilitate meetings.
Recreational Therapist: Work on participating in social activities in the community, and work on interacting with others appropriately.


	Participant Name: 
	Case Number: 


Medical Providers
	Current Psychiatric Provider
	Current Primary Care Physician

	Name: 

	Name: 


	Address: 

	Address: 

	Phone:


	Phone: 

	Child’s current medications:

	Purpose of medication/Diagnosis: 


	Child’s/Family’s Therapist, Address, Phone: 




School Providers

	School: _______ Elementary (NISD)

	Principal: Ms. _______


	Teacher(s): Ms. _______

	Vice Principal: Mr. ________

	Counselor:


	Grade Level: 4th

	Time
	Class
	Grades
	Comments

	
	
	
	


	Participant Name: 
	Case Number: 

	Crisis/Safety Plan

	Warning Signs: (a crisis may occur)

	

	Anticipated Concerns:

(areas of risk in home, school, community, etc.)
	

	Prevention:

(strength-based approaches that are currently useful to the family)
	Sample language:

When ____ feels angry, he sometimes punches, kicks, and throws things

Plan:

· Begin to recognize triggers and provide distractions in the home.

· Introduce coping skill techniques

· Remove other children from the area. 

· Utilize _______ tool box when he is feeling upset. 

· Create a safe space in his room. 

· _______ will be going to respite once per month to minimize hospitalization. 

When ___is unable to articulate his needs, he sometimes runs away from his mother and teachers.
Plan:

· Make regular check ins
· Discuss providing a safe spot for him to go until he is calm that is within mother’s eyesight.    
· Use keyed deadbolt 

· Do not pursue/chase him off of the property,


	Plan/Procedure:

(recommended interventions)


	At Home: _______ will go to his room to cool off and will deal with his anger safely.

In Community: _______ will take deep breaths, and talk to an adult if needed. 

	Important Phone Numbers:

(who to contact)
	 


	Participant Name: 
	Case Number: 

	Needs Statement  #1 

	
	Start date: 



	
	End date/Duration:


	Outcome Statement (What does the family want to achieve?)

	Eliminate physical and verbal aggression at home and at school. 

	

	Tracking Toward Need Met: _______ stated he is at a 7. 1=never feels accepted and 10= always feels accepted.      

	Strategies
	Task/Team Member
	Deadline/

Frequency

	Spend family time together. 
	· Go to the park

· Have camp outs in the living room

· Go to the movies with RT 
· Positive praise


	Weekly
Weekly
As Earned
Daily


	Build social skills
	· Play basketball with (Case manager)
· Try new activities with RT in the community
· Will go to the arcade with RT
· Working with CLS on appropriate social skills


	Weekly
Weekly

As Earned

Weekly



	Have Reading Time
	· _______/LAR will designate reading time for the family 
· The family will go to the library to pick out books

· (Case manager) will monitor progress

· (Family Supports) will help mom come up with creative ideas for reading time


	Weekly
Weekly

Weekly

Weekly



	Reward _______ for positive behavior. 
	· (Family Supports) will help LAR with a behavioral chart.
· (Case Manager) will monitor _______ progress on the chart. 

· (LAR) will enforce the behavior chart.
	Completed
Weekly

Weekly

	Completing the Card Board Project 

	· (Family Supports) and _______ will work on the Card Board project in order to build _______ self-esteem. 

· (Family Supports) will use art projects to help build _______ self-esteem.
· (Case Manager) will monitor progress
	Completed

Bi-Weekly

Weekly


	Participant Name: 
	Case Number: 

	Needs Statement  #2(LAR) 

	
	Start date: 



	
	End date/Duration: 



	Outcome Statement (What does the family want to achieve?)

	

	

	Tracking Toward Need Met: 



	Strategies
	Task/Team Member
	Deadline/

Frequency

	Have Reading Time
	· _____/LAR will designate reading time for the family 

· The family will go to the library to pick out books

· (Case Manager) will monitor progress

· (Family Supports) will help mom come up with creative ideas for reading time
	Weekly

Weekly

Weekly

Weekly



	Do something you would like to do for your future. 
	· Case Manager and LAR will come up with a list of interests for LAR. 

· LAR and (Family Supports) will continue to look for employment/school. 

· LAR and (Family Supports) will look into daycare for the baby. 
	Weekly

Weekly

Weekly



	(Family Supports) and LAR will follow up with AACOG or ALA 
	· (LAR) will provide the necessary information to (Family Supports). 

· (Family Supports) will remind LAR to provide the information. 
	Completed 

	LAR is (Partner) will have date time.
	· LAR and Partner will go out to eat and/or do something they enjoy together.  
	Monthly

	LAR is working on getting organized
	LAR is working on getting all of her documents organized
	01/18/2015

	Date: 
	Participant Name:

	Case Manager:
	Case Number:


STATEMENT OF PARTICIPATION: My signature acknowledges that I have been an active participant in this staffing and in the development of this Wraparound Plan.  I have been given choices regarding my provider and the location where I will receive services.  

Wraparound Plan Participants

	Relationship to Consumer
	Printed name
	Signature
	Date

	Participant
	
	
	

	Parent / LAR
	
	
	

	CHCS Case Manager
	
	
	

	YES Waiver Family Support
	
	
	

	Community Living Support
	
	
	

	Specialized Services Therapist
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


As a Licensed Professional of the Healing Arts (LPHA), I verify that the services authorized in the Authorization Level of Care (LOCA) section are medically necessary and I concur with the plan of care.

_____________________________________________


______________________________

LPHA Signature /Credentials





Date

Date of Next Wraparound Plan Meeting:
                                                        _____________________________________
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