
The Life Plan - YouTube
{ 0:00 }

{ 0:56 }

Speaker 2: { 1:04 }

{ 1:57 }

{ 2:58 }

For all of those who've lived through Ieps and ISPS&ITSPS Life Plan is kind of like 
that. And fundamentally it's a billing instrument, but it's also a very important 
gateway whether we like it or not. And so it's how you use it in terms of your 
housing journey is actually really critical. So well, it is a formality in some ways. 
And some of the meetings that you might have to deal with might be formulaic. And 
this is really a powerful opportunity to understand how to use the lifetime to your 
advantage. And so we're going to, I'm going to introduce you to the first two of our 
master housing navigators, So Trish Kalandra, who's Master Housing Navigator in 
Region 5, Long Island and Nicole Costner, who's Master Housing Advocate in 
Region 1, Western New York.

So from one end of the state to another, and I'll ask you both to take it away.

Great. I'll give it a start. Thanks for coming everybody. So when we talk about a life 
plan, it's actually so vital to capturing the wants and the needs and the dreams for 
now and for the future plans for the person and this circle of support. So when you're 
introducing someone, you want to talk about where they've come from and how did 
they get there and where do they want to be. When you think about it could be an 
ongoing person centered planning document or or tool.  When you think about it too, 
there's only two meetings a year for about an hour, which is really not a lot of time. 
So you need to be pretty thorough and thoughtful and don't be rushed. Key members 
of the circle of support should also include the people who spend the most time with 
the person, whether it's staff, family, daily providers, people who you want to be part 
of the future planning.

All may have insights that provide a more person centered approach and should be 
part of the two meetings each year too.  In the introduction to me, you could also, 
this could be a place where you are discussing financials, whether it's SSISSD, 
income, trust, able, all of the things that can help a person, pal of attorney and 
support a decision making, things like that.  Under my home we talk about 
independent living in the terms of we hear a lot of about it being called independent 
living and that can be misleading in some ways. It's not about being alone, It's about 
what support you need to live the life you want, how you're able to best utilize the 
supports and services to accomplish this.  An example is in self direction you you 
could put in whether or not using a paid neighbor living caregiver are your best 
supported with some technology. What kind of technology? Anybody who picks up 
that life plan should really be reading.

It is should know where you live, who you live with and the dreams you see for how 
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and where you want to live. If you're not yet living independently from your family, 
what are you practicing now to achieve that dream and goal?  Are you utilizing staff 
and family classes technology to build on the skills and needed household 
obligations? Continually reviewing your life plan can also be the tool that you can 
see the progress you're making, and the New York Housing Resource Center has 
some fantastic learnings and resources that can assist you in that process too.  When 
you talk about, you know, let me tell me about your day. This is where you can 
discuss sort of the day in the life of what happens Monday through Friday may be 
very different from the weekend. Capturing what you do and where you like to go in 
the community. What do you do to keep busy? What do you do in your downtime? 
Do you like to be outside? Are you a gamer? Do you work? Do you volunteer?

Do you attend a program? Do you go to religious services? So many different things. 
How do you shop? How do you handle paying transportation and how do you access 
the community could be in here? Do you use paratransit? Do you drive? Do you take 
a train?  What are you barriers? What do you challenge or specific support needs?  
Thinking of independent living and lessening natural supports. Will you need more 
staff? Will you share staff with a roommate or where can technology be supported? 
We're all important things to capture and I'm going to kick it off to Nicole. Who's 
going to take it from here?

I said just before you do that and Nicole, you're muted.   The the sections that Trish 
was referring to are if this is Section 1 of the life plan. So the assessment narrative 
summary is what it's called introducing me.

And the sections are my home, my day, my health, my relationships, my happiness 
and my school. So Trish kind of just went through the first part of that. So Section 1 
is the beginning, oddly enough. And that's really going to be where about the person 
and that's probably, and I'm going to turn it over to Nicole, but this is probably where 
you want to be spending the most time.

Nicole, sorry, we're having a little problem with your audio.  Maybe the headset back 
on?

Can you hear me?

Perfect.

So continue on in Section 1 of the narrative is the next section is my health and my 
medication. This is where it's imperative to put any needs, whether it be adaptive 
needs or any medications that are taken.
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Maybe their person is living by themselves and they have the hero, which is a 
medication machine that you'd want to put in this section. This way we know that 
that person is independent with medication. Maybe there is a VNA nurse that comes 
to the home to support that person. Maybe a family member comes weekly to fill a 
pill box. Maybe it's delivered from a pharmacy that's already prepackaged day by 
day. So we need to know and it's imperative to put in there what health conditions 
the person may have as well as any adaptive equipment or medications.   The next 
section is my relationships. I think my relationships is is very vast. It can be your 
family, your neighbors.

It can be the people that are supporting you through work, coworkers. It can be the 
person that's at Tim horton's that you see every day in and out and you know them by 
by name. It can be your nurse that comes to your home and you've built a 
relationship with them. It's really important. We also know if there's a payee. So the 
payee could be anywhere from an agency to your family member to a neighbor, or it 
can be, you know, Department of Social Services, which is DSS. So we also would 
like to know guardianship. Guardianship can also vary. So we can have guardianship 
that is over the that whole all of the person's needs and wants and desires, or the 
guardianship could just be over medical.

There also can be and help me out here with the wording, a person that just helps 
with just if there's a medical emergency with the person. So we need to know who 
those contacts are so we can help support and and contact them and communicate if 
there's any needs as well. But relationships go further than that. It's not just 
emergency situations. It's about the person's life and the people that matter the most 
and who they want in that circle. That Trish was talking about my happiness, once 
again, a very large area. What my happiness is versus your happiness is versus what 
what all our differences are is up to that person.   I'm I, I choose not to read on a 
regular basis. I read a lot at work, but some people might want to sit down with a cup 
of coffee and read. Some people may like to be alone more often.

Some people may want to go out in the community more. Some people may want to 
go to a park. Some people like movies, some people fall asleep at movie theaters. So 
it's really important that we know what makes that person happy, what that person 
desires and dreams in their future. One year goals, five year goals, future goals, 
owning a home, drive, driving, owning a car, maybe working, maybe working their 
dream job, not our dream job. So it's really important that this is very person 
centered. As Trish also mentioned, when we talk about my school, often times this 
talks about school age children and it talks about where the person goes to school, 
what the person may receive while they're in school. But this can also be other 
things.
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Maybe someone did not graduate and would like to get a GED and now wants to 
continue on with further education, whether that be a trade or or whether that be a 
college. So we want to know put this in there even if it's not currently happening, but 
that but if that's a goal of that person or a dream of that person, we wanted to make 
sure we put that in here so that people know.   I also want to talk about the specific 
supports and services that are received based on the DDRO which is the 
Developmental Disabilities Regional Office and CC OS which are care coordination 
organizations. Much of narrative one can change where the services are listed.

So as an example, if somebody receives self-directed services, some of those 
services must be listed in the narrative with justifications for each service. So let's 
talk about if it's an FI, which is a fiscal intermediary or a support broker or 
community habilitation. All three of those services are some of the examples of 
services that must be listed in the narrative with a justification of as to why the 
person wants and needs those services. Now, like as I said, I just want to make sure 
you know, it varies where it would go in this section. Each CCO care coordination 
organization and DDRO developmental disabilities regional office does put it in 
different sections, but as long as it's there and if it needs to be moved, they'll notify 
us. OK.   And I now want to introduce Marietta Austin and she will be working with 
you on Section 2.

OK, so Section 2, outcomes and support strategies. And so as we look at Section 2, 
we want to just go back a little in the life plan to introducing me because Trish spoke 
a lot about the circle of support, who this person is, what are their goals, what are 
their desires? And also looking at, let me tell you about my day, what do I do? And 
also looking at my happiness, looking at those areas, you're going to now begin to 
think about what are the goals that this person wants to work on presently or for the 
future. But remembering that it's person centered goals based on looking at those 
sections in the life plan and focusing on, as Trish said, does a person live at home? 
Does the person have or does the person practice at home with the family 
evacuation, leaving the home if there's an emergency, what does the person do? Do 
they practice this at home?

So the person will automatically know that when they move into their own place, it 
will be practiced. Is this a goal that the family's working on? Is it a goal that the the 
compound workers working on? Budgeting skills. Is this happening now while the 
person is living at home so that when they transfer into their own place, they're 
continuing with budgeting skills, kitchen skills, learning how to use a knife or using 
different things, what to use, Use the microwave? Are they using the stove by 
themselves? Do they need a compat worker to continue to work on those goals with 
them? Are they doing it now at home and it will continue when they move into their 
own place? So we want to look at who the person is, focus on those sections and 
what it is that the person is presently working on while they're living at home. 
Should those goals continue when they move? Are we preparing the person for that 
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desire of moving into my own place?

Then we want to make sure that the goals focus on that person's intention, whether 
it's being done now that they're living at home and then it continues when they move 
and then you add more goals that are necessary based on them moving. I don't know 
if I missed anything if somebody like to add of the housing navigators.

I actually when, when we talk about these things in Section 2, I also ask the parents 
sort of what they do and then we list them also as a natural support. It's really 
important to list all the things that the parents are also doing because then you want 
to see that transfer over to Comhib or become more reliant on sort of the staffing 
needs or technology needs.

And I just want to add this also, it is really important not to wait till the day of the 
life plan to look at goals. If you know that the life plan meeting is in two weeks, get 
the life plan, look at the goals that are there. Make sure that you want to keep those 
goals. Do they need to be changed?

Don't wait until the life plan meeting to then sit down and look at a life plan and then 
say, OK, we're good with the goals now look at it before the meeting so that you can 
say, you know what, I think we should change this. We should focus on this. It gives 
you time to better prepare for the meeting. If you look at the old life plan in 
preparation for the life plan meeting. And so, yes.

I can just add.

Go ahead, Nicole.

If I could just add what Marietta was saying, I just want to let you guys know, just 
because there's two life plan meetings a year does not mean you cannot change goals 
at any time. If you choose. If something is accomplished or something is not 
working, you can request the goals to be changed with the team in between those life 
plan meetings.

Thank you, Nicole.

And, and in terms of goals also, if it's the same goals that you had in the IEP and the 
ISP and they're still the same goals in, in the life plan, then probably time to rethink 
some of those goals and, and to have things that you actually might see as 
achievable.
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And while life plan meetings seem to take, you know, 5055 minutes so that the care 
manager can go on to the next one, it's worth spending if you need to spend the 
whole of your meeting on the Section 1 so that the person, the person, the people in 
the room understand who the person is or have more understanding of the person is 
then you. You have the right to do that. You should take whatever time you need 
before they go on to the more sort of professionally related parts of which are 
Section 2345 S, I think, Trish, I know that Hank is having a trouble joining us, so I'm 
going to ask you to talk about Section 3, which is individual safeguards and the 
individual plan of protection.

Right. So the, the focus everybody and when we talk about safeguards is all the 
needs that are related to safety and health.

And also people need to look at it also as promoting independence and where, where 
do we measure that? What, what does safety mean to someone? And are, are the 
goals or the valued outcomes in this section accurate and current to the person? So 
when you're looking at independent living, if the person's needs, if they need 
assistance, say paying bills or keeping a clean environment, right, a clean and 
healthy living environment, because the last thing you need is a lot of things to be 
going wrong.   Stay with, you know, things in the refrigerator that are rotting and 
spoiled. Is, is that something that someone would acknowledge and be paying 
attention to And what support do they need with that?  It should be listed here in that 
section. All of those safeguards and what do you need to be living outside of the 
family home that leads to success.

And then we talk about the provider assigned goal and who it's assigned to. So when 
we're looking at that, they can of course be, they have to be assigned to all the paid 
supports, but as well as natural supports and that could be things that are natural 
supports or outside of the OPWDD related system. While it's listed as natural, you 
can use the column what we call special considerations. If you look all the way to the 
right of, of your life plan, there's a column that is really underutilized and you can 
outline who exactly that safeguard is really important for. And two, it can be 
assigned to like a healthcare proxy or a guardian trustee, a representative payee. If 
we're talking about billing and and what that person needs to be successful for 
budgeting and money management. That might not be the natural support, may be a 
outside of the OPWDD paid support that you want to acknowledge.

So we also look at AT assistive technology in that section. So if you're using say 
Ring doorbell mainstream technology to best support somebody to be home alone in 
the evening or overnight instead of staff supports as you're building towards 
independence, you want to list that into special considerations too. And what type, if 
there is a lateral, we talk about lateral devices to help someone to escape in a fire, 
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that could also be listed in that special considerations section. And where is it 
located? Because you're in a panic situation, you want to know where that is and it 
should be practiced. We talk about fire safety and practicing for fire safety. So use 
that special consideration column a lot more.    And and that's outside language, 
obviously that's keeping people safe, but it's also outside of the sort of the waiver 
paid services.

So it's really important that we acknowledge those things. And how are you building 
towards independence?  You can use it as practice in the beginning of, you know, 
using say a Ring doorbell as you're building towards, you know, we have this goal of 
how long can someone be in left alone for? And sometimes we started an hour and 
you use technology to build on up to more than an hour after, you know. So these are 
all the important areas to capture to keep people safe, healthy and protected.     And 
then I think we're, if anybody have anything to add to safeguards in Section 3?

I think we're going to move on to Section 4 and I think Nicole and Marietta are going 
to tackle Section 4, which is HCBS waiver services, so home and community basis 
based services and Medicaid state plan authorized services. So you have waiver and 
you have state plan, two types of Medicaid in New York State. So what are these 
services?

So what you're going to see here is the authorized services. So it will tell you 
whether it's community habilitation, it'll tell you if it's dehabilitation, it may be 
community hub, FI, fiscal intermediary, support broker. All the services will be listed 
on your under the authorized services. The next section next to authorized services 
will tell you if it is community hub who is the provider. So the agency that is 
providing that support. What you want to keep in mind here is that sometimes you 
know you may change providers at times. Well, you want to make sure that provider 
changed.

So if it was community habilitation as the authorized service and the provider was 
community services for everyone, and then you change to the ARC, Erie County, 
New York, you want to make sure when you're reviewing that life plan that they 
changed that provider on that section, making sure that everything lines up.  The 
effective dates should line up with the effective dates of the life plan itself and the 
quantity units and per and total units in that section are for billing purposes for that 
provider, making sure that you are getting all of the supports that you need. And it's 
all adding up to the hours that you should be receiving the supports, the comments.   
Some providers will have 0 quantity and 0 total units.

And the reason being is because plans change and the services may change 
frequently like they do in a self-directed program. And we don't want to have the 
care coordinator change the life plan multiple times throughout the year. It's a bit 
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more difficult for them. So what we would just have them do is put a comment in the 
comment section that just says that the services listed are based on the self-directed 
budget.  OK, Marietta, do you want to add to Section 4?

Nope. Just other than to say, you know, you want to make sure that things are 
updated in the life plan when they need to be. Again, like Nicole said, you don't want 
the care manager going in and out, opening up the life plan, having to finalize it, but 
that it does not affect the service that the person is applying for because it's on hold 
because it it was not updated.

I'll also add that, you know, in self direction, if somebody's adding a service that has 
not been provided before, it's really important to make sure that if you're keeping 
everybody updated and you may need an addendum, if you're say adding a day 
program that you've never had before, it needs to be listed in this portion in order for 
you to access that service. So as a parent, you need to make sure that you're aware of 
that as well.

As for Section 5 in the life plan, that's where all of the supports, whether it be natural 
or service provision, provision people where they you would add their information. 
So the first section of Section 5 is typically natural supports. So it's the person's 
name and relationship, their role in the person's life, and typically their address and 
phone number.

So for instance, if I would need to get a hold of somebody and something new needs 
to be signed, but I believe they must have a guardian. I may look here in a life plan 
to double check who I send the information to because it may be that the relationship 
is mom, but mom's also the guardian here. So I need to send it to that person or 
contact her by phone so I can e-mail her the information. This natural supports could 
be family, sister, brother, it could be that neighbor, it could be a friend. So whatever a 
natural support means to that person, in the second section of Section 5, it lists out 
the member providers. So this is where you're going to see all the service providers 
listed and the relationship.

So if it's FSS, family Support Services and family support services is provided 
through community services for everyone and their address and their contact 
information. If it is a doctor's office, if it is the school system, you need to talk to 
somebody at the school, a psychiatrist, a psychologist, it could be pediatrician and 
ophthalmologist. So anything that supports that person from medical, dental, service 
provision, relationships beyond natural support would be listed in this area with their 
role address and phone number. Would anybody like to add to that?

I think you got it. And and the the last section because we do in the, in this format of 
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of these connects, we basically don't want to be lecturing to you.

We want to be able to address questions. So, but the last section is section 6, which is 
the summary of the interdisciplinary team meeting, the IDT meeting. And that's a 
really important section. It's it is not about compliance, it's about billing and 
compliance. The whole instrument is about billing and compliance. But this part 
should be resonate with you as a family member or the person with developmental 
disabilities looking at it, say this is actually what happened and this is whether or not 
we were able to resolve or address all of the questions.  And I'd be interested to hear 
from Trish or Derek or Marietta or Nicole on Section 6 because it's it's sometimes at 
the end of the meeting, nobody's really got too much energy left, but I think it's very 
important.

So Section 6 is exactly what John said.

It's it is talking about what happened to that at that meeting, what needs to be 
resolved, what needs follow up and who's doing the follow up. It should be a 
summary of what was discussed and what the outcome should be of any loose ends.  
And it also is making sure that that person spoke up for themselves and gets to tell 
you how they felt about their meeting.   It also lists out making sure that you're 
aware of your rights, that the care manager, care coordinator goes through, how you 
could file a grievance if necessary. It lists out the people that attended the meeting.        
It also lists out the medications, any allergies, which is extremely important in the 
bottom of that section.

Right. Hello. I'm sorry, Nicole, go ahead.

Oh no, please, please please.

Hi. Hi, everybody. This is Derek from Region Three. I just wanted to kind of 
piggyback off what Nicole was saying. When you're looking at the summary and I 
think I, I've never really been involved with a direct life plan meeting or the creation 
of one, but obviously I've worked with plenty of them in the creation of housing 
plans through my housing navigation role. So, and just for me looking in, I would 
feel that when you're looking at the summary, especially when you're talking about 
rights, is you kind of want to look at it from the lens of, you know, all people have a 
right to live, love, work, play, achieve their goals and the community they live in. 
Those are just basic human rights, correct? But we have to remember there was a 
time not so long ago that these that people with DD did not have these rights.  So 
when you're looking at the summary from that, if you can answer those basic core 
questions, I think you can capture whether that life plan hit the hit it or not.
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You know, we just have to find a way to work together to ensure that their life plan is 
totally authored by them. And so I was going to pose a question to all of you out 
there who have worked directly with the creation of these plans or been at these 
meetings. How do you handle a family member or members or an advocate or a 
guardian who just kind of wants to overtake that meeting or kind of give you input? 
Because I have heard stories of people saying, well, I know what's best for Johnny 
and you know, so how do you guys handle that situation if somebody would like to 
comment.

Trish, why don't you comment? Because you're busting to comment.

I'm not busting to comment, but it's self-awareness, which I unfortunately, I don't 
think a lot of maybe everybody has. I personally have removed myself from 
meetings when it comes to my own kids so that people can feel free to, to to talk.

And I actually will say that. So I don't know if if that's sort of an answer for you, but 
you know, it can be difficult with some families. And sometimes I will say, well, I 
I'm just suggesting, you know, that maybe we hear what the staff has to say. And 
unfortunately, I think a lot of times the families don't invite the staff to come to 
meetings who have input, which they really should. It's really kind of everybody that 
should be there, but those of us who are outside of sort of self direction. Like in my 
broker role, I have met with the circle of support of DSPS to get their feedback as 
well separately from the family. Just so I know really kind of the what's happening 
and how we can maybe tweak and feel, make that person feel supported to be able to 
get what's needed in there right.

And.

I think the other, the other trap that you hear is, well, you know, so and so it's not 
ready for the housing. They're not ready to be more independent.

And for those of you who are listening to the the connect that we talked about shared 
learning and that's you're always going to hear that and nobody's ever ready. So how 
do you help somebody if they if what they need is that, you know, they're not able to 
cook a meal, OK. So find a way that they can have meals delivered to them. Find a 
way that they can be taught to create a basic meal. Find some other work around 
because if you keep saying someone's not ready, they're never going to be ready. 
They're never going to satisfy all the criteria that we've set up for them to be ready as 
as probably true for all of us. And I see, Jen, you have a hand up, Jen Tash.
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--- End of transcript ---

Hi.

Amen to what you just said, John, but I just wanted to tag on to what Derek was 
asking before. Goes back to what Marietta said earlier, is to really review that life 
plan way before the life plan meeting so that you know what that person's wants and 
needs are.

So that when the family comes with different ideas, you can say that this is what 
John has identified, that he.

Would like to do.

And I think that that will help strengthen and and review the rights with them and 
review everything prior to the life plan meeting so that you have the the word of the 
person rather than the word of the family.

9/19/24, 10:51 AM The Life Plan - YouTube

about:blank 11/11


