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NOTE: This serves only as a guidance document for conflict free case managers (CFCMs) 
and independent facilitators (IFs) supporting individuals with intellectual and/or 
developmental disabilities (I/DD). The EOHHS CFCM Certification Standards and CFCM 
Program Manual remain the standards which case managers are beholden to.  

PERSON-CENTERED PLANNING GUIDE FOR CFCM/IF 

   PART I: INTRODUCTION- OVERVIEW OF THE PERSON-CENTERED PLANNING PROCESS 
o BHDDH/DDD Overview
o HCBS Final Rule
o Conflict Free Case Management/Independent Facilitation
o Person-Centered Planning
o Case Manager Roles and Responsibilities
o Case Manager Person-Centered Process
o I/DD-Specific Components to Planning Process

PART II-PERSON-CENTERED PLANNING PROCESS 
Stage 1 - Introduction 
o Record Review
o Initial Visit and Discussion

 Stage 2 - Pre-Planning 
o Pre-Planning Meeting(s)

  Stage 3 - Planning Process 
o Person-Centered Planning Tools
o Creating Goals and Action Steps
o Examples

 Stage 4- Writing the Plan 
o Plan Writing Tools
o Writing Goals

 Stage 5 – Routine Check-Ins 
o Monitoring the Plan
o Regular follow-up schedule
o Annual Qualitative Review of Life Domains

PART III – PERSON-CENTERED PLAN RESOURCES 
PART IV- APPENDIX 
REFERENCES 

PART I-INTRODUCTION 
OVERVIEW OF THE PERSON-CENTERED PLANNING PROCESS 
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The purpose of this guide is to give an overview of the components in the Person-Centered Plan (PCP) and 
to provide in-depth guidance on the person-centered planning process. The guide reiterates information 
supplied in the EOHHS CFCM Program Manual and offers information specific to BHDDH/Division of 
Developmental Disabilities (DDD) as well. I/DD-specific processes will be labelled with (I/DD) throughout 
the guide. 

Overview of DDD 
The Division of Developmental Disabilities (DDD) funds a statewide network of community services and 
supports for adult Rhode Islanders living with significant intellectual and/or developmental disabilities 
(I/DD). These services are available either through community agencies, or individuals may choose to 
self-direct their services. 
The Division determines eligibility and provides assessment to determine support needs.  
Case management services ensure individuals have a comprehensive service plan and are educated on 
and connected to services appropriate for their needs.  
DDD supports Person-Centered Planning. This type of planning helps each person receiving services 
create a Person-Centered Plan (PCP) matched to their unique interests and goals. 
The BHDDH/DDD Authorization Team reviews the PCP to ensure it is person-centered and goal-focused. 

HCBS Final Rule 
In January 2014 the Centers for Medicare and Medicaid Services (CMS) published a final rule, 42 CFR 
441.301(c)(1), regarding changes to Home and Community Based Waiver Services (HCBS). The Final Rule 
requires that all participants receiving Medicaid Long Term Services and Supports (LTSS) Waiver funded 
 services have a service plan that is developed through a person-centered planning process. 

Federal regulations require the following in the person-centered planning process: 1) includes people 
chosen by the person; 2) provides support and/or information so that the person can direct the process to 
the maximum extent; 3) is timely and occurs at a time and place that is convenient to the person; 4) 
reflects cultural considerations and is accessible to the person; 5) includes strategies for solving conflict 
or disagreements that come up during the process; 6) offers the person a choice of services and supports 
that they receive; 7) includes a method for the person to request updates to their plan; and 8) records 
alternative home and community-based services (HCBS) options considered by the person ("Services: 
Requirements and Limits Applicable to Specific Services," 2014). 

Conflict Free Case Management 
The Final Rule also requires that individuals receiving long-term services and supports (LTSS) have their 
needs assessed and coordinated by an entity separate from those providing the actual services, currently 
known as Conflict Free Case Management. 

Moving forward, all individuals receiving LTSS/DD services are to be assigned a Conflict Free Case 
Manager, who is responsible for creating the PCP with the individual, utilizing a Person-Centered planning 
process. 

Independent Facilitators (IF) (I/DD) 

https://www.govinfo.gov/content/pkg/FR-2014-01-16/pdf/2014-00487.pdf
https://www.govinfo.gov/content/pkg/FR-2014-01-16/pdf/2014-00487.pdf
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Independent Facilitators (IF) have a similar role to CFCM. IFs are trained, independent contractors/plan 
writers who work with I/DD participants who self-direct their services. IFs are not employed by the State 
or a Medicaid-funded CFCM agency.  

CFCMs and IFs are responsible for pre-planning, writing the person-centered plan (PCP), connecting 
participants to services and supports, and monitoring the PCP. 

Person-Centered Planning 
Person-centered planning is a collaborative process, whereby the individual is at the heart of planning 
their life and support services. It emphasizes self-determination, self-advocacy, and dignity of risk. 
Person-centered planning focuses on the person’s strengths, talents, needs and aspirations to help them 
achieve their desired goals. 

CFCM/IF Person-Centered Planning Process 
The person-centered planning process results in a PCP with individually identified choices, preferences, 
goals, and outcomes that are considerate of a holistic view of the person throughout seven Life Domains: 
Communication, Rights and Choices, Safety and Security, Relationships, Community Participation, 
Employment, and Health.  

The quality of the Person-Centered Plan is directly related to the depth of preparation the person has 
received during the planning process.  

The main goal for case managers is to help people be more involved and independent in integrated 
communities and provide the tools and resources to lead rich, fulfilling, meaningful lives. To do this, they 
will utilize a Person-Centered Planning process and work with individuals across 5 stages:  

1. Introduction: CFCM/IF will introduce themselves, explain their role, and the planning process.
They will talk to the person and the trusted people in their life. They will talk to the person's
support team, providers if applicable, and review their personal record. They will have initial
discussions of what the person needs to be supported and successful and coordinate next steps.

2. Pre-Planning: CFCM/IF will continue getting to know the person to understand their
communication style, their likes, interests, strengths, passions and talents. They will engage the
person in the Qualitative Review of Life Domains (I/DD), create a Personal Profile (DD), complete
resource mapping, relationship mapping, and discuss future planning with the person.

3. Planning Process: CFCM/IF will meet with the person and their support team. They will help the
person identify goals, objectives (outcomes) and action steps, and how to create broad, flexible
goals with measurable action steps. CFCM/IF will schedule check-ins with the person.

4. Writing the Plan: CFCM/IF will write the person-centered plan. They will ensure all supporting
documents are included in the person's plan. CFCM/IF will make changes as needed to the plan
before submission. CFCM/IF will create the PCP and submit for approval.
Referrals will be made to chosen agencies.

5. Routine Check-Ins
CFCM/IF will check-in with the person and their support team regularly. They will review the 
person's plan progress, monitor goals, make any additional referrals, note any changes and follow 
up as needed. 

 I/DD- Specific Components to Planning Process 
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• Qualitative Review of Life Domains
• Creating a Personal Profile
• BHDDH I/DD Employment Supports
• Youth In Transition Participants

Qualitative Review of Life Domains 
A Qualitative Review of the seven life domains will be conducted during the pre-planning phase and 
annually thereafter.  Case Managers and Independent Facilitators use the BHDDH/DD Annual 
Qualitative Review of Life Domains Form for the initial and annual reviews. 

Person-Centered Plans should reflect the individual’s experience and needs in all Life Domains 
(adapted from the Person-Centered Thinking Guide, Paul V. Sherlock Center on Disabilities, 2018): 

Communication 
Understanding how the person communicates; how they give and receive information (verbal, non-
verbal, eye contact, body language, gestures, facial expression, visual cues), and ensuring they have 
the tools and resources needed to express themselves. Providing audiovisual materials, picture 
boards, or other augmentative and assistive technology communication devices, or speech therapy 
to help them engage verbally or non-verbally. Ensuring interpreters (language, hearing; ASL, CDI), 
translators, or note takers are available if necessary for meetings/appointments. Explain 
communication preferences/needs, and supports to all others involved in the planning process, as 
they will be instrumental in assisting the participant to achieve their plan goals. 
Educating participant and support team on adaptive communication resources. 
The Center for Quality Leadership Webinar Everyone Communicates-Tips, Tricks, and Guidance  is a 
comprehensive tutorial on increasing communication between the case manager and participant. 
For more resources see the Person-Centered Planning Resources section. 

Rights and Choices 
Working with the person, their family, and others to understand they have the freedom to make their 
own choices and have control over their life decisions, including where they live, work, and spend 
their time. 
Providing resources and tools to help them understand their rights and how to express concerns and 
advocate for themselves. 

Safety and Security 
Checking in to make sure the person feels safe. Discussing what to do if they feel unsafe and how to 
prepare for emergencies. Helping the person understand they do not have to live in an unsafe 
situation or feel ashamed to express concern over unwanted behavior toward them. Connecting the 
person to appropriate supports and contacts. 

Relationships 
Helping people identify, build, and maintain relationships. Engaging in relationship mapping. 
Gathering information on current relationships, including family, caregiver, social, friendships and 
romantic relationships. The goal is for the person to have a variety of meaningful, appropriate 
relationships, and create opportunities to make new relationships if desired. 

https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-04/Annual%20Qualitative%20Review%20of%20LIfe%20Domains%203.24.25.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-04/Annual%20Qualitative%20Review%20of%20LIfe%20Domains%203.24.25.pdf
https://sherlockcenter.ric.edu/sites/sherlock/files/files/2024-02/ri_person_centered_thinking_guide_english.pdf
https://sherlockcenter.ric.edu/sites/sherlock/files/files/2024-02/ri_person_centered_thinking_guide_english.pdf
https://youtu.be/clTaEFDYuno?si=_cRvyTuQ3k1JVoAw
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Community Participation 
Working with the person to ensure they are living in the community they choose and can participate in 
community engagement of their preferred interests, including cultural and spiritual opportunities for 
participation. Providing resources and information on finding activities and events in their community. 
These may include sports, art, music, volunteering, etc. 

Employment 
Determining if the person wants to work or change jobs. Discussing the benefits of employment, 
exploring possibilities, options and training opportunities. Educating the person on employment 
supports available through BHDDH/DD, other state agencies, and other various avenues (See 
appendix for more information on Employment). 

Health 
Inquiring about the person’s general health. Having access to doctors, medical care, mental health 
care, preventative treatment, and management of chronic conditions. This may include any therapies 
or treatments they are receiving to support their overall health. Considering how the person can 
remain physically and emotionally healthy. 

Creating the Personal Profile 
Adapted from the Paul V. Sherlock Center on Disabilities 
The Personal Profile is developed utilizing a person-centered approach. The purpose of developing a 
personal profile is to gather information from the person that will form the basis of the person-
centered plan. This will be used by the person to share with others. 
During creation of the Personal Profile, the case manager guides the person and their support team to 
identify strengths, capacities, things that are important TO and FOR the person, as well as best ways 
to support the person. 

Considerations in creating the Personal Profile include: 

Positive Attributes that describe the person 
• What the person is good at-gifts, capabilities, strengths
• Personal Identity, faith and family culture

What is important TO the person? 
• Important people and relationships
• Cultural/Spiritual factors
• What works/doesn’t work for the person
• Things to avoid
• Hopes, dreams, and vision for the future

What is important FOR the person? 
• Critical health and safety issues
• Special diets or food preparation/feeding considerations
• Necessary equipment or accessibility concerns
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The personal profile should be colorful, easy to read and understand, and should include any helpful 
information about the person. It is a way to introduce the person to others, describe their unique 
needs, and how best to support them. 
Here are some profile samples from Oregon ISP: 
One Page Profile: Tim 
One Page Profile: Pam and Ted 
One Page Profile Brett 

   The Oregon ISP website also has tips, tricks, and templates for writing personal profiles 

Goals, action steps, directions for change, and types of needed supports in the person-centered plan 
are all then based on this profile. 

BHDDH Supported Employment (I/DD) 
Rhode Island is one of 46 states focused on Employment First. The official state policy states that 
community-based, integrated employment is the first and preferred service option for people with 
disabilities. 

The CFCM/IF role in Employment is to help the individual explore employment as a possibility, 
highlight the benefits of employment, provide informed choice on available employment supports, 
identify employment goals, and determine any support needs. 

BHDDH/DD Employment Supports 
• Discovery
• Job Development
• Job Coaching and Retention
• Personal Supports in the Workplace
• Group Supported Employment

BHDDH/ DD works collaboratively with the Office of Rehabilitative Services and RI Department of 
Education to blend and braid support funds. 

CFCM/IF Employment Add-On Process (I/DD) 
 Employment Add-On is entered with planned services
 Employment goal should include conditions of employment and/or transportation needs
 Submission of the Employment Earnings and Reporting Form (EERF) if the individual is working
 History of Employment/Education/Training should be reflected in the PCP
 Submit Employment Add-On Request Form
 Submit Variance Forms for participants who have made an informed choice not to participate in

an integrated employment setting, to receive integrated day services only, or to work in a
segregated employment setting. See links below for forms and instruction.

Employment Resources 
BHDDH Employment Services Web Page 
BHDDH I/DD Supported Employment Resource Guide  

http://oregonisp.org/wp-content/uploads/2015/01/One-page-profile-Tim.pdf
http://oregonisp.org/wp-content/uploads/2015/01/One-page-profile-Pam-and-Ted.pdf
http://oregonisp.org/wp-content/uploads/2015/01/One-page-profile-Brett.pdf
https://oregonisp.org/1ppa/
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-06/EmpAddOn%20Request_Form%205.19.25.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-06/EmpAddOn%20Request_Form%205.19.25.pdf
https://bhddh.ri.gov/developmental-disabilities/services-adults/employment
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2023-08/August%202023%20BHDDH%20IDD%20Guide%20to%20Supported%20Employment.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2023-08/August%202023%20BHDDH%20IDD%20Guide%20to%20Supported%20Employment.pdf
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Guide to Employment Add-On Budget Requests 
Employment Add-On Budget Flyer 
Variance Submission and Review Instructions 
Variance for Integrated Day Services Only (PDF) 
Variance to Work in a Segregated Employment Setting 

Youth In Transition (YIT) 
Youth In Transition (YIT) is a population of I/DD individuals aged 14-22 who are currently receiving 
school-based services, and who will likely be eligible to receive adult supports through BHDDH/DDD 
upon turning 18. 
Once eligible, these participants may begin receiving services at age 18. 

 Youth In Transition are assigned to case management upon determination of LTSS HCBS eligibility. 
Case managers will assist the YIT participants in planning for adult services once these participants, 
including integrated employment supports, during the person-centered planning process. 

https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2024-10/Guide_to_Employment_Add-On_Budget_Requests_9.30.24.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-03/Employment%20Add-On%20Budget%202025.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2024-05/VarianceSubmissionAndReview2024.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2024-02/VarianceFormDay04232019.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2024-02/VarianceFormEmploymentJanuary2024.pdf
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PART II
PERSON-CENTERED PLANNING PROCESS 

Stage 1- Introduction 
 Checklist: 
 Record Review- prior to Initial Visit
 Initial Visit and Discussion
 Provide BHDDH/DDD Leave Behind Packet, Youth in Transition Resources (I/DD)

Record Review 
Prior to the introductory meeting, the CFCM/IF will review all previous plans, assessments, 
documentation, and progress made toward personal outcomes and goals to gain a preliminary  
understanding of the person. Additionally, the CFCM/IF should connect with the individual’s previous 
social worker/providers, and case manager.  
If communication is a concern, interpreters or materials in other languages will be provided. 

Reviews of previous years’ information may include: 
• Previous ISP or PCP
• SIS-A 2nd Edition Summary Report (I/DD)
• Behavior Support Plans
• Nursing Care Plans
• Case Notes and Documentation
• Employment history
• Budget Allocation

If the individual is newly eligible to DDD, the case manager will obtain information from current 
assessments and eligibility records within the case management system of record.  

Initial Visit and Discussion 
The introductory meeting and subsequent planning meetings can take place wherever the person is the 
most comfortable. 
The case manager will: 

• Contact the person and provider (if requested by the participant to join the meeting).
• Schedule a time and place to meet.
• Introduce themselves, their role and the process.
• If in school, inquire of graduation date.
• Begin an initial discussion of how the previous year has been, whether they have reached some

goals, and what they need moving forward to be supported and successful in this process.
• Discuss services available through BHDDH/DDD (I/DD).
• Furnish the Leave Behind Packet in the form preferred by the participant; hard copy or electronic

and review the resources included in the packet with the participant. (I/DD).
• Furnish YIT Resource information (I/DD).
• Ask who else they would like to have included in this process.
• Coordinate next steps (scheduling time/s to meet in-person, etc.).
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• If applicable, contact the person’s guardian, individual support team, previous social caseworker,
family and/or friends.

Stage 2 - Pre-Planning 
Checklist 
 Information Gathering
 Resource Mapping
 Relationship Mapping
 Community Mapping (Provider)
 Personal Profile (I/DD)
 Qualitative Review of Life Domains (I/DD)
 Employment Status (I/DD)
 Preparation for Plan Writing Meeting

The pre-planning process provides an opportunity to gather person-centered information about the 
individual’s likes, strengths, talents, passions, desires and aspirations. During the pre-planning process 
the case manager will gather comprehensive information regarding the person’s interests, preferences, 
relationships, community life, goals, abilities, and the supports necessary to achieve a full and 
meaningful life.  

In pre-planning meetings, the case manager will learn what is important TO and FOR the person, 
determine whether they are currently satisfied with the quality of their life, and what they aspire to. 
Gathering the perspectives of others who know and care about the person can add insight into the 
person’s perspective and validate their planning experience. 
This is a time to begin creating the goals the individual would like to achieve and plan the action steps 
needed to achieve them.  

Information-Gathering During Pre-Planning Should Include the Following: 
• Engage the person in the Quality Review of Life Domains (I/DD).
• Create a Personal Profile (I/DD).
• Inform the person of their rights and responsibilities.
• Continue to get to know the person.
• Inquire about the person’s employment status; working, interested in exploring employment,

never worked.
• Provide information on available BHDH/DDD Employment Supports (I/DD) (see appendix).
• Understand how the person can best engage in the planning process (how they like to be

supported, what their communication style is, decide on the plan format, set dates, times,
locations, who they want to be there, and any new resources).

• Discuss with the person their past and current experiences, opportunities and relationships, and
determine whether they match the person’s interests.

• Complete Resource Mapping-who is in that person’s life and where/how do they spend their time?
Do they need assistance with finding community engagement opportunities.

• Community Mapping- Community mapping is typically done by the provider or designated support
person. The case manager may work collaboratively with the provider to identify community
activities and experiences that match the person’s interests, help them discover new interests,
and will add value and increase their involvement in the community. This may involve cultural

https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-04/Annual%20Qualitative%20Review%20of%20LIfe%20Domains%203.24.25.pdf
https://bhddh.ri.gov/developmental-disabilities/conflict-free-case-managers
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events, sports or recreation centers, organizations/clubs, learning activities, and religious/spiritual 
social events. The  RIPIN Link to Your Community Guide  is an excellent resource to share. 

• Complete Relationship Mapping, especially friendships, and their satisfaction with them/desire to
explore forming new relationships (I/DD).
Resources for relationship mapping and tools for assessing friendships include:
University of Minnesota-Friends Guide-Connecting People With Disabilities and Community
Members, and University of Minnesota Activity Worksheets.

• Explain the resources and opportunities available through their individual budgets, access to
employment, community services and available goods and services (I/DD).

• Outline the major topics to be discussed at the planning meeting.
• Identify the topics the person does NOT want to be discussed at the planning meeting.
• Review varying planning process formats for the person to select from.
• Prepare with the person how they would like to be involved in the planning process.
• Create space and opportunity to discuss difficult topics.
• Gather information on what is important TO and FOR them.
• Begin creating the goals the individual wants to achieve this year, and the action steps needed to

realize them.
• Develop some initial recommendations for the planning process, including follow-up.

conversations with the person or their individual support team or Providers.
The Pre-Planning and Quality Review Rubric (I/DD) is a good tool to utilize during the pre-planning
process.

• Provide the person with materials to help them prepare for their plan meeting (I/DD- See
Appendix, Preparing for the Plan, Implementation List, Paul V. Sherlock Center on Disabilities).

• For Youth In Transition, educate the individual on the specific timelines.
• Support any actions that will be taken to explore employment and improve post-secondary

outcomes for school age children.

Stage 3 – Planning Process 
Checklist 
 Schedule Planning Meeting
 Invite person and support team
 Gather all pre-planning information
 Identify and create goals objectives, and action steps
 Consider barriers, risks, supports
 Create plan with Tools
 Schedule Follow Up Meeting

The planning process is a culmination of all information that has been gathered in the Introductory 
and Pre-Planning meetings.  
Once the pre-planning process is complete and all information has been obtained, the Planning 
Process begins. 
The Planning Process is focused on helping the person identify and create the goals and action steps 
necessary to achieve them.  

https://ripin.org/ripin/wp-content/uploads/2025/03/LinkWithYourCommunityGuide_Version-20250314.pdf
https://ici-s.umn.edu/files/xYNhhx3pj_/friends_connecting_people_with_disabilities_and_community_members
https://ici-s.umn.edu/files/xYNhhx3pj_/friends_connecting_people_with_disabilities_and_community_members
http://ici.umn.edu/products/docs/Friends_Activity_worksheets.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2024-12/Pre-Planning%20and%20Quality%20Review%2010-25-24.pdf
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• The case manager will help the person and their support team to communicate where their
strengths lie, what new things they would like to learn and try, determine what is working and
not working for them, and what supports they need in attaining their goals.

• The case manager will create a person-centered plan (PCP) with the participant.
• The case manager can also create an accessible version of the PCP in any format of the

person’s choosing and must be plain language and understandable. There are many tools and
resources available, such as MAP, Path, etc. to create the plan. The case manager and the
individual will determine which tool works best.

• The accessible version of the PCP created during this phase of the planning process will be
provided to the individual and serves as a visual tool the person can refer to that reflects their
goals, aspirations, and the action steps needed to achieve them.

• For Youth In Transition participants, the PCP must reflect actions that will be taken to improve
post-secondary outcomes for school-age children, and that discussion and inquiry have
occurred regarding employment goals.

Creating Goals 
The Person-Centered Plan must include individually identified goals and objectives or desired 
outcomes, and action steps that will be taken to attain the goal. 
Goals are things the individual is interested in, new things they would like to try, learn or achieve in the 
plan year. They should be strengths-based and positive and should be written in the person’s own 
words. 
Goals should be broad, but flexible, with accompanying, specific action steps that will be taken to 
reach them. 
Goals should not be based solely on an available service. 

   A Discussion of Goals Should Include: 

• What do I want to do, learn, or to be different in my life?
• What need or aspiration of mine does this relate to?
• Why does this goal matter to me?
• What steps do I need to take for these to occur?
• How will I get there?
• What technology do I need?
• What other accommodations might I need?
• How will support be provided to me?
• How much will it cost me?
• What other resources do I need?
Once goals and objectives have been established, the case manager and support team will help the 
person to develop measurable actions steps to achieve the goals and objectives. 
(See Setting Goals infographic in appendix). 
Attainment Scale 
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The CFCM/IF will assist the participant in creating a scale of measurement to assess their progress 
toward achieving their listed goals. The participant and case manager can review this during check-
ins. A sample Attainment Scale is included in the appendix. 

Plan-Writing Tools 
Some useful planning tools include the following: 
MAPS, PATH, Circles of Support for Person Centered Planning – Inclusion Press 
Charting the Life Course Nexus Foundational Person-Centered Planning Tools 
CFCM/IF Plan Review Rubric (PDF) (I/DD) 

Outcome of Planning Process 
The accessible version of the PCP will be provided to the individual as a tangible product they can 
look at or listen to for reference once the PCP has been approved and planned services have begun. It 
is a way to remind them of what their goals are, the steps they are expected to take to achieve them, 
and to track their progress along the course of the year.   
The PCP will be written in the case management system and submitted to the State for approval; the 
accessible version of the PCP will be uploaded in the case management system but will not undergo 
State review.  
The participant will be provided with both the approved PCP and the accessible version of the PCP. 
Providing the participant with both documents serve to optimize the participant’s success in 
achieving their goals. 

Stage 4 – Writing the Plan 
Checklist 
 Create Goals, Objectives, and Action Steps
 Use SMART format for writing Action Steps
 Use Plan Writing Tools as Guide
 Submit with Signature Page, Supporting Documents, and Attestations (see appendix)
When writing the Person-Centered Plan, it is important to include the following:

• Individual’s strengths and talents
• Desired outcomes/objectives as expressed by the person
• What is currently working/not working for the person
• What action steps will be taken toward reaching the goal
• What is important TO and FOR the person
• Support persons responsible for assisting in reaching the goal
• Support needs
• Barriers to reaching the goal
• Risk factors-include objectives and/or interventions

Plan-Writing Tools 

https://inclusion.com/path-maps-and-person-centered-planning/
https://www.lifecoursetools.com/lifecourse-library/foundational-tools/person-centered/
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-04/PCP%20Review%20Rubric%20revised%2003.25.25.pdf
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It is helpful to use the Pre-Planning Quality Review Rubric and the  CFCM/IF Plan Review Rubric when 
writing the Person-Centered Plan as a guide.  

Writing Goals, Objectives, Action Steps 
Goals, objectives, and action steps in the plan should be written in the first person, in a SMART 
format, with objectives and measurable action steps. 

SMART Goals 
Specific/Straightforward/Simple 
What the person wants to accomplish is clear and written in plain language. It identifies the change 
the person wants to make in their life and the steps needed to achieve it.  
What specifically does the person want to achieve?  
Who can support them? 
Where and when would they like to work on this goal? 

Measurable 
Should include a specific time frame, and can include how much how many, and how the person will 
know when it is accomplished. 
How will the person know they are successful? 
How will they record progress? 
What is the time frame to reach this goal? 

Attainable 
Explore if this is realistic. Is it possible to achieve, or will it set the person up for failure? 
Can it be taken one step at a time, or should it be broken down into a smaller, more realistic goal? 
Does the person have the skills needed to reach this goal? 
Is this the right time in the person’s life to begin working on the goal? 
What barriers and challenges will they face? 

Relevant/Realistic 
Relevant to a larger, long-term goal 
Does the goal align with other values in the person’s life? 
Why is it important to them? 
Why did they pick this goal? 

Time-Limited 
A deadline for completion or progress that holds the individual accountable, and may be reflected 
upon to gauge progress during check-ins. 
Is there a clear start and end date to the action step? 
Is the time frame realistic and reasonable? 

Goal Example: Bob 
Goal #1 

https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2024-12/Pre-Planning%20and%20Quality%20Review%2010-25-24.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-04/PCP%20Review%20Rubric%20revised%2003.25.25.pdf
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I will save $500 to buy a car by next year. 
Background/Barriers: 
I need help learning to budget my money. 
Action Steps: 
I will open a bank account within 30 days. 
I will save $500/month and increase budgeting skills within 6 months. 
Person Responsible: 
My cousin will help me open a bank account, collect all paperwork and bills to inform saving budget. 
My DSP will teach me strategies for budgeting and saving money at least 2x/week for 60 minutes and 
check on my success. 

Goal Example: Sue 
Goal #1 
I want to get a job taking care of pets. 
Objective: 
I will obtain employment at Pet World taking care of the guinea pigs and hamsters within 6 months. 

Background/Barriers 
I get tired after a few hours and need to go home and rest. 
I need help filling out the application. 
I need transportation to Pet World. 

Action Steps: 
I will apply for a job at Pet World within the next 3 weeks. 
I will visit Pet World to bring my application and ask if they have any openings within a month. 
I will let them know I have had experience taking care of guinea pigs and hamsters and would like to 
work with them in the store. 

Person Responsible: 
My mom will help me fill out the application. 
My mom will take me to Pet World to drop off my application and talk to the manager to ask if there 
are openings. 

Stage 5 - Regular Check-Ins 
Monitoring the Plan 
Checklist 
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 1-month monitoring form
 6-month monitoring forms

Note: 6 month is face to face and should occur 6 months after plan start date. 
Purpose: 
The primary purpose of monitoring is to conduct regular, comprehensive evaluations of how 
individuals are doing in all aspects of their life. 
This ensures that their quality of life is maintained, improved, identifies additional supports or 
services needed, and addresses any problems or barriers they may be encountering.  
Regular Check-Ins 
CFCM/IF will check in monthly with the individual in any manner the person chooses; telephone, 
in-person visit, or virtual. 
Monitoring the plan through regular check-ins is a good way to ensure the person understands the 
PCP and to determine if the person is on track to achieve their desired goals. If it appears the 
person is not making progress, check-ins will help the case manager identify what additional 
resources or supports the person may need. 
Filling out an Attainment Scale (see appendix) is a good way to monitor progress toward goals. 

The CFCM/IF will complete: 

• 1-Month Contact Form
• 6-month Contact Form
• Annual Qualitative Review of Life Domains
• Documentation/Notes reflecting outcome of check-ins

PART III 
PERSON-CENTERED PLANNING RESOURCES 

Click on links for direct access to resource 

https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-06/CFCM%201%20Month%20Monitoring%20Form%205.19.25.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-06/CFCM%206%20Month%20Monitoring%20Form%205.19.25.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-04/Annual%20Qualitative%20Review%20of%20LIfe%20Domains%203.24.25.pdf
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MEDICAID REGULATION 
CMS Person-Centered Service Planning Rules and Regulations 

BHDDH/DDD WEBPAGES- CONFLICT FREE CASE MANAGEMENT 
BHDDH Assessment Process Webpage 
Conflict Free Case Management Webpage 
Self-Directed Supports Webpage 
Community Supports Webpage 
Conflict Free Case Manager’s Webpage 
CFCM/IF Roles and Responsibilities 

PRE-PLANNING TOOLS 
Creating a Personal Profile- Paul V. Sherlock Center 
CFCM/IF Life Domains- Part 1 (PDF)- Paul V. Sherlock Center 
DDD Pre-Planning and Quality Review Rubric 
RIPIN Link With Your Community Guide 
Annual Qualitative Review of Life Domains 
Leave Behind Packet can be found on the BHDDH CFCM Page 

COMMUNICATION: 
Everyone Communicates -Tips, Tricks and Guidance When Using the POM Webinar 
Proloquo2Go-AssistiveWare 
ICommunicate for IPAD 
My Talk Tools Mobile 
Voice4U 
iConverse 
Dragon Dictation 

 RELATIONSHIPS: 
University of Minnesota-Friends Guide-Connecting People with Disabilities and Community 
Members 
University of Minnesota Activity Worksheets 
Elevatus Relationships Trainings 
o Healthy, Unhealthy, and Abusive Relationships
o Bodily Autonomy and Boundaries
o Healthy Boundaries with Others
o Communication and Decision-Making Skills
o Forming Relationships
The Arc Minnesota-Romantic Relationship Training
Real Talk: Free, Accessible Sexual Health Education

https://www.medicaid.gov/medicaid/home-community-based-services/downloads/person-centrd-servc-plan-hcbs-req-best-pract.pdf
https://bhddh.ri.gov/developmental-disabilities/assessment-process
https://bhddh.ri.gov/developmental-disabilities/services-adults/independent-facilitation
https://bhddh.ri.gov/developmental-disabilities/services-adults/self-directed-supports
https://bhddh.ri.gov/developmental-disabilities/services-adults/community-supports
https://bhddh.ri.gov/developmental-disabilities/conflict-free-case-managers
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2024-10/4%20-%20IF%20CFCM%20Roles%20and%20Responsibilities%2008-06-2024.pdf
https://bhddh.ri.gov/developmental-disabilities/conflict-free-case-managers
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-01/LIfe%20Domains%20-%20Part%201.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2024-12/Pre-Planning%20and%20Quality%20Review%2010-25-24.pdf
https://ripin.org/ripin/wp-content/uploads/2025/03/LinkWithYourCommunityGuide_Version-20250314.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-04/Annual%20Qualitative%20Review%20of%20LIfe%20Domains%203.24.25.pdf
https://bhddh.ri.gov/developmental-disabilities/conflict-free-case-managers
https://youtu.be/clTaEFDYuno?si=_cRvyTuQ3k1JVoAw
https://www.assistiveware.com/products/proloquo2go
http://www.grembe.com/
http://www.mytalktools.com/
http://voice4uaac.com/
http://www.converseapp.com/
https://dragon-dictations.com/?gad_source=1&gad_campaignid=22755684626&gbraid=0AAAAABULW2TL9jkOki3TNDv9HeGx-3fBP&gclid=EAIaIQobChMI_vXiq8yKjwMV3khHAR2XsBk9EAAYAiAAEgLS_PD_BwE
https://ici-s.umn.edu/files/xYNhhx3pj_/friends_connecting_people_with_disabilities_and_community_members
https://ici-s.umn.edu/files/xYNhhx3pj_/friends_connecting_people_with_disabilities_and_community_members
http://ici.umn.edu/products/docs/Friends_Activity_worksheets.pdf
https://www.elevatustraining.com/
https://drive.google.com/file/d/1qQHwmsD-3UMS8QV5T4iCFJamDeJ5fEpY/view
https://urldefense.com/v3/__https:/delevatustraining.us11.list-manage.com/track/click?u=80766bdd8c5620d45566d1f58&id=4c71b3b5fc&e=3341841ff4__;!!KKphUJtCzQ!MQnL_hd4mpV3dDUCg1zn-Iwm6x_JsarlWLcyaMfDWYp7SuoPVGn0awdFSiQTtW2WqySwNOFkGTzwM9QCp1CB8nJ-INCNZQjB$
https://urldefense.com/v3/__https:/delevatustraining.us11.list-manage.com/track/click?u=80766bdd8c5620d45566d1f58&id=1fd8ef5258&e=3341841ff4__;!!KKphUJtCzQ!MQnL_hd4mpV3dDUCg1zn-Iwm6x_JsarlWLcyaMfDWYp7SuoPVGn0awdFSiQTtW2WqySwNOFkGTzwM9QCp1CB8nJ-IN3gUPFU$
https://urldefense.com/v3/__https:/delevatustraining.us11.list-manage.com/track/click?u=80766bdd8c5620d45566d1f58&id=5007d7ad38&e=3341841ff4__;!!KKphUJtCzQ!MQnL_hd4mpV3dDUCg1zn-Iwm6x_JsarlWLcyaMfDWYp7SuoPVGn0awdFSiQTtW2WqySwNOFkGTzwM9QCp1CB8nJ-IKMXtAGV$
https://urldefense.com/v3/__https:/delevatustraining.us11.list-manage.com/track/click?u=80766bdd8c5620d45566d1f58&id=f51a2fd7df&e=3341841ff4__;!!KKphUJtCzQ!MQnL_hd4mpV3dDUCg1zn-Iwm6x_JsarlWLcyaMfDWYp7SuoPVGn0awdFSiQTtW2WqySwNOFkGTzwM9QCp1CB8nJ-IOl9leNp$
https://arcminnesota.org/resource/21331-2/
https://www.real-talk.org/
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  PERSON-CENTERED PLANNING RESOURCES 
o MAPS, PATH, Circles of Support for Person Centered Planning – Inclusion Press
o Charting the Life Course Nexus Foundational Person-Centered Planning Tools
o CFCM/IF Plan Review Rubric (PDF)
o Pre-Planning and Quality Review Rubric (PDF)
o CFCM Person-Centered Plan Form
o Person-Centered Plan Form (PDF)

PART IV-APPENDIX 

A. Preparing for the Plan-Implementation Checklist (Person-Centered Thinking Guide – Paul V.
Sherlock Center on Disabilities)

B. Employment Add-On Budget Flyer
C. Relationship Mapping Worksheets (University of Minnesota (DD)

https://inclusion.com/path-maps-and-person-centered-planning/
https://www.lifecoursetools.com/lifecourse-library/foundational-tools/person-centered/
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-04/PCP%20Review%20Rubric%20revised%2003.25.25.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2024-12/Pre-Planning%20and%20Quality%20Review%2010-25-24.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-03/CFCM%20PCP%20Form%203.26.25%20-%20locked_0.docx
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-06/CFCM%20PCP%20Form%206.20.25_0.pdf
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D. Annual Qualitative Review of Life Domains PDF
E. Setting Goals Infographic
F. BHDDH Rubric for Person Centered Plan- Pre-Planning Quality Review
G. BHDDH Rubric for Plan Review
H. BHDDH Referral Form (PDF)
I. EOHHS Person-Centered Plan (PCP) Review and Approval Guidance
J. Goal Attainment Scale-Adapted from Person Centered Thinking Guide, Paul V. Sherlock Center on

Disabilities, 2018.
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Preparing for the Plan 
Implementation Checklist 

Have I selected a facilitator/advisor? 

Has anyone met with me to help me prepare for my plan? 

Has my case manager or someone else helped me prepare to talk 
about things I want to do (goals or life directions) and what steps I 
need to take to do those things? 

Has anyone helped me develop a list of all the activities and 
opportunities that are available in the communities where I spend 
time? 
Has anyone travelled around those communities with me to learn 
about new opportunities and experiences? 

Has anyone helped me think about my interests and how the 
experiences and opportunities and people match my interests? 

Has anyone helped me make a list of what things I can do by 
myself? What my family and friends can help me do? What other 
community people (from my relationship map) can help me do? 
What other community resources might help me? For what 
activities do I need paid staff? 

Have I met with my case manager to make a list of what I want to 
talk about and what I don’t want to talk about in my plan? 

Have we picked a place and time for my planning meeting/s? 

Have I decided who I want to come to my planning meeting/s? 

Has my case manager or someone else suggested other 
community people who know about things I am interested in? 

Have I invited all the people who I want to come to my planning 
meeting/s? 

Paul V. Sherlock Center on Disabilities, RI College, RI Division of Developmental Disabilities (May 2018); 
Rhode Island Person-Centered Thinking Guide). 
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Annual Qualitative Review of Life Domains 
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BHDDH Rubric for Person Centered Plan-Pre-Planning Quality Review 
BHDDH Rubric for Plan Review 

Click link to open: 
Annual Qualitative Review of Life Domains  
BHDDH Rubric for Person Centered Plan Pre-Planning Quality Review 
BHDDH Rubric for Plan Review (PDF) 

https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-04/Annual%20Qualitative%20Review%20of%20LIfe%20Domains%203.24.25.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-04/Annual%20Qualitative%20Review%20of%20LIfe%20Domains%203.24.25.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2024-12/Pre-Planning%20and%20Quality%20Review%2010-25-24.pdf
https://bhddh.ri.gov/sites/g/files/xkgbur411/files/2025-04/PCP%20Review%20Rubric%20revised%2003.25.25.pdf
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Goal Attainment Scale  

 Adapted from: Person-Centered Thinking Guide 

 Paul V. Sherlock Center on Disabilities 

One of the steps in the self-determination process is reviewing the goal and the plan to determine if it 
achieved the outcomes the person wanted. Thus, it is important to give each person a simple strategy for 
measuring and thinking about whether his/her plan accomplished what they wanted. 

 The “Goal Attainment Scale” is a widely used strategy that provides people a simple way of thinking 
about their plan and their goals. For each goal, the person:  

• Describes expectations in simple, clear terms.

• Describes a little more, a lot more … a little less, a lot less.

• Describes what he/she actually does at the beginning.

• Describes what he/she has changed every quarter. This can be done with words, with pictures, with
symbols, with someone else writing or recording what the person says, or any other way that makes
sense to the person. The Goal Attainment Scale format is also a good strategy for team members to
document and report progress and change.

Beginning Quarter 
1 

Quarter 
2 

Quarter 
3 

Quarter 
4 

A Lot More 
A Little More 
Expectation 
A Little Less 
A Lot Less 
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TEL: (401) 462-3421 
FAX:  (401) 462-2775    

Simpson Hall 
6 Harrington Road       
Cranston, RI  02920 
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