Name:
                                          DOB:                            Medicaid ID:
                            Record #:

DID WE GET IT RIGHT?
Date:   /  /    
	· Does this plan describe who you are? (Explain)



	· Does this plan describe what you want to do in your life? (Explain)



	· Does this plan describe the support you need to do these things? (Explain)



REFER TO PCP MANUAL FOR ADDITIONAL INSTRUCTION
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