COVER SHEET
	Youth’s name:
	Date of this plan:

	Date of Birth:
	Date of Next Meeting:

	CSA name:
	Intensive Care Coordinator:

	Primary care provider:
	Family Partner:

	Contact information:
	Date of Well-Child Care Visit:

	Date ICP sent to primary care provider
	Date of Risk Management/Safety Plan Review:


Ongoing Supports and Services that are expected to Continue after Wraparound
These ongoing supports and services (formal and natural) will become the sustainability plan for the family.

	Date Identified
	Support name/type
	Relationship to Child
	Frequency of contact 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Current Medications for Target Youth
	Name of medication


	Name and contact information of prescriber
	Target symptoms

	
	
	

	
	
	


Ground Rules: (including confidentiality and how the team will make decisions)

Vision: 
Team Mission: 

Needs to be Addressed (Priority needs that will be addressed first are in bold)
Care Planning Team (CPT) Members:
	Name


	Role
	Strengths
	Date On
	Date  Off

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Signatures:

	Intensive Care Coordinator: 

	Family Partner:

	Family Member(s): 


Note: By signing this document, I acknowledge that I was fully included in the development of the ICP and agree with its contents.

Child:

Life Domain 

Need(s) (Specific statement related to CANS items and Medical Necessity): 
Goal:

Strengths for this Need   

Culture for this Need

Brainstormed Options

Short Term Objective

	Meeting Date
	Objective(s)
	Measurement Strategy

	
	
	


	Tasks
	Responsible Person
	Target Start Date
	Target End Date
	Task Status

	1. 
	
	
	
	

	2. 
	
	
	
	

	3. 
	
	
	
	


	Date of Meeting
	Progress (Check one.)
	Accomplishments / Progress and Barriers (narrative)

	
	Met
	Partially Met
	Not Met
	

	
	
	
	
	


Insert extra sheets for each goal
1

