MRN #:		Page 2 of 2
PATH CLIENT INDIVIDUALIZED SERVICE PLAN

	Client Name:
	Date Plan Begins:
	Case Manager UF CARES:

	Primary Case Manager:
	Date Plan Ends:
	Case Manager River Region:



	#
	Identified Service Need
	Service Provider
	Goals/Objectives & Desired
Outcomes (Action Steps)
	Realistic Time Frames
	Date Outcome Met
	Barriers (If Applicable)
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Client’s Statement and Agreement:  I have participated in the creation of this plan for my care.  I understand that I have to take responsibility for MY plan in order for the plan to succeed.  The case manager has explained to me what portions of the plan I am solely responsible for and those that my case manager will assist me.  I agree to follow all aspects of this plan and advise my case manager if there are any significant changes in my life that make it necessary to change my plan.  I agree to stay in contact with my case manager as planned.

Client’s Signature: _______________________________________________________   Date: ____________________________________

UF CARES Case Manager’s Signature: ________________________________________________  Date: _________________________________

River Region Case Manager’s Signature ______________________________________________ _ Date_______________________________

This publication is part of a series of manuals that describe models of care that are included in the HRSA SPNS Initiative Building a Medical Home for HIV Homeless Populations.  Learn more at http://cahpp.org/project/medheart/models-of-care 
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