INDIVIDUAL’S NAME:
REVIEW PERIOD: From

UPDATES on OBJECTIVES:

Goals

Central State Hospital

INDIVIDUALIZED RECOVERY PLAN REVIEW

To

(Date and describe the progress the individual has made on each objective during this review period).

Objectives

Summary of Progress/Actions Taken for Each Objective

1.
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NOTE: In addition to updating this form, the Recovery Planning Team should review the
entire IRP and update appropriate sections.

CSH-1668A (Revised 6/17/11)

Stamp Plate

Page 1 of 2




TEAM MEMBERS PRESENT

NAME

P-Code

DISCIPLINE

SIGNATURES

DATE

Individual

Psychiatry

Psychology

Social Services

RN

LPN

Dietitian

PT

oT

SLT

AT

Other Rehab Therapy Staff

Family Member

Advocate

Friend

PBS Team Representative

Primary Care Physician

APRN/PA

Advocate Non-Staff

HST/FST/CNA

Peer Specialist

Other Staff

Other Non-Staff

Individual (Patient) Attendance: Please enter the Name and Participation Code (P-Code).

Participation Codes:

L0 O

FP — Full Participation

MP — Moderate Participation

NP — No Participation

The individual’s Recovery Planning Team has determined he/she has met his/her discharge

criteria on this date:

(specify date)

The individual was offered a signed copy of his/her Individualized Recovery Plan.

The individual accepted a copy of his/her Individualized Recovery Plan.
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