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	Needs Statement(s) from Initial Assessment and ISP:






	[bookmark: _GoBack]Long Term Goal(s) from ISP:






	Objectives:







	Strategies:
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_____________________________     ___________      _____________________________     ___________     
Individual Receiving Services                Date                     Parent / Legal Guardian                        Date


_____________________________     ___________      _____________________________     ___________     
Direct Service Provider                          Date                     Direct Service Provider                          Date
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