Name:
LME Client Record #


Person Centered Plan - Lite
Smoky Mountain Center LME
Plan Date:      
 FORMCHECKBOX 
Initial Plan
 FORMCHECKBOX 
Plan Update

Consumer Identification

Consumer Name




SMC LME Client Record #:      
Last:        First:        Middle:      
Date of Birth:      
                


Clinical Home Agency:      
Responsible Person:      
Phone #:      
Consumer Crisis Plan

Crisis Triggers:      
Crisis Prevention & Early Intervention Strategies:      
Crisis Response & Stabilization Strategies:      
Crisis Services Recommendations:      
Crisis Contact List (names, relationships, phone numbers):

     
Other Crisis Information:       
DSM-IV-TR Summary Diagnoses

	Disorder
	DSM-IV-TR Code
	Effective Date (YYYYMMDD)

	Axis I:  Clinical Disorders

	1.      
	     
	     

	2.      
	     
	     

	3.      
	     
	     

	4.      
	     
	     

	Axis II:  Personality Disorders and Mental Retardation
	

	1.      
	     
	     

	2.      
	     
	     

	3.      
	     
	     

	Axis V:  Global Assessment of Functioning (GAF) 

	     Current GAF:      

	     Highest GAF in past year:      


Level of Care

	 FORMCHECKBOX 
 A
	GAF > 70 or ASAM I

	 FORMCHECKBOX 
 B
	GAF 51-70 or ASAM II.1

	 FORMCHECKBOX 
 C
	GAF 31-50 or ASAM II.5

	 FORMCHECKBOX 
 D
	GAF < 31



Target Populations 
 (Check all that apply) 

	Child or Adolescent Target Groups
	Specify IPRS Target Population(s)

	 FORMCHECKBOX 

	Mental Health
	     

	 FORMCHECKBOX 

	Substance Abuse
	     

	 FORMCHECKBOX 

	Developmental Disability
	     

	Adult Target Group
	

	 FORMCHECKBOX 

	Mental Health
	     

	 FORMCHECKBOX 

	Substance Abuse
	     

	 FORMCHECKBOX 

	Developmental Disability
	     

	
	

	 FORMCHECKBOX 
 Not in a Target Population 
	


Consumer’s Strengths, Preferences, Needs and Supports
	Strengths:       

	

	Preferences:       

	

	Needs:       

	

	Supports:       

	


ACTION PLAN
	Problem/Need #      :      


	Goal A (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal B (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal C (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal D (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	


	Problem/Need #      :      


	Goal A (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal B (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal C (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal D (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	


ACTION PLAN, continued
	Problem/Need #      :      


	Goal A (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal B (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal C (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal D (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	


	Problem/Need #      :      


	Goal A (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal B (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal C (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal D (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	


Signatures
My signature below confirms that medical necessity for services requested is present.

_____________________________________________________________________________
Primary Clinician or Qualified Professional



Date



My signature below confirms my understanding of and agreement with this plan of care developed for me.

_____________________________________________________________________________

 Consumer (or Parent or Guardian)




Date

If Parent or Guardian, print name: __________________________________________________

Instructions

This is a Word template to be completed and saved electronically.  Tab between fields.

· To autofill consumer’s Name and Medicaid # at the top of each page:

· Click View, Toolbars, Forms
· Click Padlock icon on Forms Toolbar to unlock form

· Click View, Header & Footer

· Enter consumer’s Name and Medicaid # in Header section

· Click Close on Header & Footer Toolbar

· Click Padlock icon on Forms Toolbar to re-lock form

· This PCP-Lite is completed by the clinical home and submitted to the LME for review.

· To submit to SMC LME:  Go to the SMC LME web-based  Communication Center at https://intranet.smokymountaincenter.com/communicationcenter and submit for LME review.  To learn how to access the Communication Center see your agency’s Provider Security Representative or call the SMC Helpdesk at (828) 586-5501, x1499.
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