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My Support Plan

      (This is a Care Plan for Fair Access to Care purposes)

	Name:
	     

	Address: 


	     

	Postcode :
	     

	Tel: (Home)
       (Mobile)
	     
     

	Date of birth:
	     

	CareFirst ID:
	     

	Date support plan completed:
	


        Essential Contacts (include next of kin, emergency & GP contacts):

Next Of Kin:

Emergency Contact:

GP:

Other Essential Contacts
	Name
	Address
	Telephone Number
	Role/ Relationship

	     

	     
	     
	     

	
	

	

	     

	

	
	
	     


1. Who is completing this support plan?

	I am answering the questions all by myself 
	 FORMCHECKBOX 


	I answering the questions with help from someone else 
	 FORMCHECKBOX 


	Someone else is mainly answering the questions   
	 FORMCHECKBOX 


	The person helping me is called:     


2. About me 

     
3. What I want to change 
a) In the next few months
     
b)  b) In the longer term
     
4. Support I need to keep safe and reduce any risks to me
     
5. Who will make the important decisions about my support?  

     
6. What support will be provided, by who, and how will this help?
	No.
	Support needed 
	Who will provide this support?
	What difference will this support make?
	Official use only (Outcome number)

	1
	     

	     
	     
	     

	2
	     

	     
	     
	     

	3

	     

	     
	     
	     

	4

	     

	     
	     
	     

	5

	     

	     
	     
	     

	6


	     

	     
	     
	     


7. When will this support will be provided   

	
	Time
	Time
	Time
	Time
	Time

	Monday


	     
	     
	     
	     
	     

	Tuesday


	     
	     
	     
	     
	     

	Wednesday


	     
	     
	     
	     
	     

	Thursday


	     
	     
	     
	     
	     

	Friday 


	     
	     
	     
	     
	     

	Saturday 


	     
	     
	     
	     
	     

	Sunday


	     
	     
	     
	     
	     


8. What will happen if my planned support arrangements breakdown

     (Contingency) 
     
9. What will the support cost?

     Weekly funding in and out

	Funding in 
	£

	
	

	
	

	
	

	
	

	
	

	Total Funding in
	

	
	

	Funding out 
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Total Funding out
	

	Balance
	


I agree that I have received a copy of "Your Social Care Record" which describes how my information may be used by the Council.

I understand that this form or some of the information in it may be shared with other people involved in my support arrangements and that wherever possible staff will tell me about this.  Information may also be taken from this form and used by the Council for monitoring and planning purposes.
Support plan completed by:

	Name: 
	     

	Address: 
	     

	Role:
	     

	Signature:
	     


	Sign or mark of individual:
	     

	Date:
	     

	
	

	Signed on behalf of individual:
	     

	Relation to individual
	     

	Date:
	     

	

	Signed by Care Manager: 
	     

	Date: 
	     

	

	Signed by Supervisor:
	     

	Date:
	     



FOR COUNCIL USE ONLY:

Additional information for Commissioned Services Bureau:
	Gender
	     

	Ethnicity
	     

	Religion
	     

	Preferred language:
	

	Written:
	     

	Spoken:
	     

	Any other communication requirements:
	

	Lives alone:
	     

	Any children in property:
	     

	Any pets in property:
	     

	Any access requirements: 
	     

	Responsible Team
	     
	Team Code
	     

	Referring Care Manager
	     

	Team’s telephone no. 
	     

	Any further additional information
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