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SCOPE: 

  
• Chapter 6400 – Community Homes For Individuals With Mental Retardation  

 
      

 
INTRODUCTION: 
 

1. The Annual Service Plan is the written plan of services to be provided to a consumer.  
There are several reasons why the service plan is needed and considered an important 
document.   The Service plans provide:  

2. An organized plan to follow, letting all of us know what services are being given and 
who is giving them. 

3. Accountability, consumers have the right to a written plan and we, as service providers, 
have a responsibility to provide them.  Service plans also provide recognition for 
consumer and staff efforts and are also required by the regulations which govern 
community MR facilities.  

4. A permanent record of a consumer’s accomplishments based on the services provided.  

5. Benefits to consumers by assisting them to participate in decisions which affect them, to 
be productive and useful members of society, and to increase their independence and 
control in daily life in both small and big ways.  

6. The Annual Service Plan (ASP) is developed by the interdisciplinary team (IDT) which is 
a group of people working together to develop, monitor, and revise the service plan, The 
team members include the consumer, who is considered to be the most important 
member of all, as well as other professionals and non-professionals.  

7. The members of an individual’s team varies according to the services (s) he requires.  
The staff person who knows the consumer best is a significant member of the team. 
Because (s) he can best report on the persons likes, dislikes, progress and changing 
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needs.  Also important to the team are the Program Specialist and Residential Manager, 
parents, guardians, case managers, medical staff, behavioral consultants and service 
staff from other settings.  The common basis for the team’s work is their common goal 
of serving the consumer.   

8. The process of developing the ASP has a basic structure for guiding the activities of the 
interdisciplinary team.  The steps of this process include:  

• Assessment – assess the means to evaluate.  In the goal planning process, 
assessing the consumer’s skills is the first step in determining areas for skill 
development.  Assessments may be formal or informal.  Formal assessments are 
standardized and give a score.  Information assessments are used frequently and 
include any other means for evaluating, such as talking with the consumer or 
someone who know him/her well, reviewing records, and observing.  The results of 
the assessments are discussed at an initial meeting and a list of general strengths, 
needs and wishes is developed.  This List includes all important and relevant 
information about the person’s abilities and provides an accurate picture for the next 
step.  

• Prioritize – Prioritize means to establish precedence, based on need.  Decisions 
about what to address first, second, third, etc. are made formally at the ASP 
meeting,  Each IDT member, however, needs to think about these in advance in 
order to be well-prepared and avoid wasting time at the ASP meeting. Things to 
consider in prioritizing service needs for a include:  

• What does the person want and want to learn? 
• What are the person’s strengths and abilities? 
• What are the characteristics of the person’s environment? 
• Does this person have any special concerns i.e. medial, behavioral which may 

need to take priority? 

9. Developing the Plan – Once priority based on the assessment, has been established, 
specific goal areas can be selected and the plans developed.  

• Areas for goal development include: Personal Care, Financial Management, 
Homemaking, Health/Medical, Socialization, Behavior, 
Academic/Education/Vocation, Sensory/Motor, Personal Safety/Community 
Awareness, Communication and Recreation/Leisure.  

• In our agency, the ASP including the service goal plans, are by the Program 
Specialist.  The Program Specialist is also responsible for providing copies of the 
plan to IDT members.  

10. Training – This step refers to the actual carrying out of the written plans.  The Program 
Specialist is responsible for teaching staff how to carry these out and ensuring that 
necessary materials are available to do so.  The training step is a critical step in the 
entire process because it involves so many details.  The written plan contains all for the 
information needed to implement, monitor and evaluate progress.  



  

Page:  3 of 4 
  

11. Evaluation – Evaluation means to judge or appraise.  The evaluation step is necessary 
in deciding whether or not a goal has been accomplished.  Generally, this is done by 
checking staff documentation against the criterion or standards which is determined by 
the wording of the goal plan.  The Evaluation process also helps to identify developing 
or existing problems.  The Program Specialist is responsible for evaluating progress, 
and documenting this on a monthly basis.  The Program Specialist also makes any 
needed revisions.  

12. Maintenance – Maintenance refers to the consumer remembering the skills (s) he has 
learned.  Maintenance can be planned for by specifying in the plan how opportunities for 
maintenance will occur.  

13. Generalization – Generalization refers to the consumer using the skills (s) he has 
learned in other settings.  Generalization can be planned for by specifying in the plan 
how opportunities for generalization will occur. 

14. There are many important factors to keep in mind when developing a program to meet a 
person’s needs.  Consider the Ten Qualities of Good Programs listed here in evaluating 
the quality of the existing goal plans at your facility.  

• Integration – does the program ensure that the individual will have 
opportunities to interact with community members?  Will it provide opportunities 
to go to and use the community setting?  

• Age Appropriate – If the individual is an adult, does the program use adult 
activities?  If the individual is a child, does the program use children’s activities? 

• Functional – Does the program teach a useful skill in the person’s 
environment?  Is it a skill needed frequently by the person?  Does the skill 
enable the person to function more effectively in the environment? 

• Future Oriented – Does the program consider (and train) for future needs of the 
person in the future environment? 

• Participation – Does the program increase the individual’s participation in 
community life, home life, work life, social life? 

• Productivity – Does the program provide opportunities for the person to do 
something productive and worthwhile?  

• Independence – Does the program decrease the person’s reliance on others?  
Does the program assist the person to be more self-sufficient? 

• Effective – Does the program work?  Does it do what it is supposed to do?  
Teach what it is supposed to teach? 

• Involved – Does the program involve significant other people – parents, friends, 
family, work staff, residential staff?  Does it involve more than one group of 
these? 

• Comprehensive – Dees the program cover all aspects of functioning related to 
that goal, or does it only teach a “piece” of a larger skill? 

 
DISCUSSION: 
 

Persons served under NJDDD shall have their ISP completed as outlined in NJDDD Circular 
#35 attached. Double click on image below to view full text 



  

Page:  4 of 4 
  

 

 
 


