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PARTICIPANT SUPPORT PLAN
	This information assists First Care Solutions to tailor our support services to meet the participant’s individual needs.  Please complete all sections of the form.  Please circle appropriate responses, where applicable and write N/A if the section doesn’t apply. NOTE:  A copy of this Support Plan is given to the Disability Support Workers assigned to work with the Participant.

	Participant’s Name:
	

	Address:
	

	Contact Number/s
	
	Start date:
	

	Date of Birth
	
	Review date:
	

	DISABILITY/DISABILITIES - DIAGNOSIS/SPECIAL NEEDS

	





	HEALTH CONCERNS THAT REQUIRE SPECIALISED TREATMENT

	MEDICATION:  All medication must be provided in a Webster pack, as applicable. Other Medication eg. Liquids/creams/PRN medication must have written details of how/when to administer.
	Yes / No

	ASTHMA: If Yes, Please attach ASTHMA PLAN
	Yes / No

	OTHER MEDICAL CONDITIONS: If Yes, please attach EPILEPSY PLAN OR OT REPORT
	Yes / No

	Information about Health Concerns that should be passed on to support workers:






	MEDICAL EMERGENCY: Please advise who should be contacted in case of a medical emergency - e.g. Family member, GP or other Health Professionals.

	Name 
	
	Contact No
	

	Role
	

	Name 
	
	Contact No
	

	Role
	

	Name 
	
	Contact No
	

	Role
	

	INTERVENTION ORDER -  If there is an intervention order in place, please complete the following section:

	Name of Person
	

	Address of intervention
	

	Any locations the participant cannot be taken to due to the Intervention Order?
	

	Other Information relevant to the Intervention and Service Delivery:
	

	FOODS ALLERGIES OR SENSITIVITIES - WHAT FOODS MUST BE AVOIDED

	




	CULTURAL CONSIDERATIONS - ANY SPECIAL FOOD REQUIREMENTS

	




	What do you see as your strength/ weakness

	Strength:




	Weakness:

	PERSONAL CARE ASSISTANCE 
For Each of the following tasks, please tick relevant response and add details of the support required.  
Please Note – Where personal care support is provided in the participant’s home, separate detailed written Instructions will be developed with the Participant for the DSW, to ensure their Daily Living routines are followed.





	Support Required 
	None
	Full
	Partial
	Details of Assistance Required

	Dress/Undress
	
	
	
	

	Selecting clothing
	
	
	
	

	Bath/Showering
	
	
	
	

	Grooming
	
	
	
	

	Dental hygiene
	
	
	
	

	Preparing a meal
	
	
	
	

	Eating a meal/drinking
	
	
	
	

	Taking medication
	
	
	
	

	Transfer in and out of bed/chair/car
	
	
	
	

	Continence / toileting
	
	
	
	

	Additional helpful information in relation to care needs:





	Is any Manual Handling involved in the participant’s personal care? 
	Yes /No
	If Yes, Please attach OCCUPATIONAL THERAPIST (OT) PLAN

	OT Report Attached
	Yes / No
	If No, please arrange for an OT assessment as our staff must have an OT approved plan before they are able to use manual handling

	AIDS AND EQUIPMENT REQUIRED 
e.g. Walking Frame, Wheelchair, Bath Chair, Toilet Chair, special cutlery etc.

	



	INFORMATION RELEVANT TO SUPPORT

	Personal Skills
	Describe
	Management Strategies/Support

	Communication:
For Example:
Verbal/Non-Verbal
Aids required
Verbal Skills: 
Communicating Needs:
· Hungry
· Thirsty
· Toilet
	
	

	Expressing Emotions: - How do we know if they are:
· Happy
· Sad
· Angry
· Frustrated
· Anxious
· Worried
	
	

	Receptive Language:
How are their skills in:
· Listening
· Following Instructions
· Decision Making
· Making Choices
	
	

	Money Management
Can they manage their own spending, or do they need assistance?
	
	

	Safety in the community:
· Road Safety 
· Personal Safety (stranger danger)
· Absconds
	
	

	Travelling in vehicle:
· Seatbelt
· Front/Back Seat
· Behaviours of Concern in Car
· Child Safety Locks
	
	

	Cultural Considerations:




	
	

	Inappropriate Behaviour:
Verbal/Physical 



	
	

	Activities enjoyed:




	
	

	Activity Specific Supports:
i.e. Swimming




	
	




	BEHAVIOURAL SUPPORT (Only for community Access purposes)

	Does the Participant have a Behavioural Support Plan?
	Yes / No

	If Yes, please supply a copy of the Behavioural Support Plan.  Note this plan will be kept securely at the office. This plan will support our staff and support workers to support you for your own safety and their safety as well.

	Does the Participant have any Restrictive Interventions in the Behaviour Support Plan?
	Yes / No

	If Yes, we will have to check the DHHS RIDS System (Restrictive Intervention Data System) to ensure the participant has a RIDS Plan in place.  We will not support restrictive interventions unless there is a registered plan in place on the RIDS system.

	Information about the Participant’s Behaviours (e.g. Emotional Triggers) that needs to be known by Support Staff:





	RECORD ANY OTHER INFORMATION TO ASSIST IN MATCHING PARTICIPANT NOT COVERED ABOVE:

	Example: Male/Female preference





	NDIS GOALS
What does the Participant want to achieve from their support?  Use their NDIS Plan as a guide to set their goals. Please make goals achievable and relevant to the support to be provided. Please take into account any financial constraints in regard to Outings for Community Participation

	Primary Goal
	

	Sub Goal 1:
	

	Sub Goal 2:
	

	Sub Goal 3:
	

	SERVICE DETAILS

	FREQUENCY OF SUPPORT:
	Daily/Weekly/Fortnightly/Monthly/Occasionally (Circle which is applicable)

	DAY and TIME Preferred (Fill in times next to the relevant day of the week)

	Monday
	
	Thursday
	
	Saturday
	

	Tuesday
	
	Friday
	
	Sunday
	

	Wednesday
	
	
	
	
	



	PICK UP AND DROP OF DETAILS RELEVANT TO COMMUNITY PARTICIPATION

	Pick Up Address:
	

	Contact Person:
	
	Phone
	

	Drop off Address
(if different to Pick Up)
	

	Contact Person:
	
	Phone
	

	Description of Typical Shift

	Suggestions for activities 





	Are there any locations that would not be suitable for the participant to be taken? (Due to Safety or Behaviour Triggers)

	



	Preventative Health Support
Would you like support to access preventive health services such as:
· Dental check-ups
· Vaccinations
· Allied health appointments
If yes, specify:
	
Yes /No


	Does the Participant have a Companion Card? If No, are they eligible for one?
If Yes – Please ensure this is available to the Staff for Community Access shifts.
	Yes /No

	Does the Participant want to have photos of their community access outings?
If Yes - Please complete the First Care Solutions Photo Consent Form 
(Note – Photos will not be kept by us. They will be deleted once passed on to Participant)
	Yes /No

	I confirm that I have provided the above information to First Care Solutions to assist them in providing appropriate supports for __________________________________ (Name of Participant)

	Signature of Participant or/Carer:
	
	Date:
	

	Signature of First Care Solutions Representative
	
	Date:
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