
Maryland State Department of Education
Division of Rehabilitation Services

Individualized Independent Living Plan 

For off-site use.  Enter information into AWARE™ as soon as possible.

Participant:      

Participant ID:      

1. General Information
Signature/Start Date:      

Expected Plan End Date:      

Plan Type: 
 FORMCHECKBOX 
  Counseling & Guidance
 FORMCHECKBOX 
  Medical Rehabilitation/AT

 FORMCHECKBOX 
  Training 

 FORMCHECKBOX 
  Waived
Goal: 
 FORMCHECKBOX 
  Be able to continue working
 FORMCHECKBOX 
  Be able to get things I need in the community
 FORMCHECKBOX 
  Be able to stay as independent as I can in my home
2.  Planned Services
SERVICE DESCRIPTION

Service #:      

Objective:

 FORMCHECKBOX 
  Communication

 FORMCHECKBOX 
  Educational

 FORMCHECKBOX 
  Mobility 
 FORMCHECKBOX 
  Other

 FORMCHECKBOX 
  Residential


 FORMCHECKBOX 
  Self-Care

 FORMCHECKBOX 
  Vocational

Service Category:

 FORMCHECKBOX 
  Assessment
 FORMCHECKBOX 
  Assistive technology devices/aids
 FORMCHECKBOX 
  Assistive technology services
 FORMCHECKBOX 
  Braille and handwriting teaching
 FORMCHECKBOX 
  M&T
 FORMCHECKBOX 
  Orientation & Mobility training
 FORMCHECKBOX 
  Psychotherapeutic services

 FORMCHECKBOX 
  Rehabilitation teaching
 FORMCHECKBOX 
  Residential adjustment to blindness
 FORMCHECKBOX 
  Sign language/speech reading training
 FORMCHECKBOX 
  Support services 
 FORMCHECKBOX 
  Vision surgery or therapeutic treatment
 FORMCHECKBOX 
  Other medical/dental services
 FORMCHECKBOX 
  Other services or goods
Description:      

Funding Source: 

 FORMCHECKBOX 
  Participant
 FORMCHECKBOX 
  DORS

 FORMCHECKBOX 
  Similar benefits

 FORMCHECKBOX 
  None
Other Comments:      
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3.  Participant Responsibilities

Check all that apply.  (At least one check box OR narrative is required.)

 FORMCHECKBOX 

I understand that it is my responsibility to complete this plan and I will inform my IL Representative of changes or problems affecting my ability to do so.

 FORMCHECKBOX 
  
I will not quit my program or make any changes without contacting my IL Representative first.

 FORMCHECKBOX 
  
I will attend all scheduled meetings and appointments.

 FORMCHECKBOX 
  
I understand the importance of attendance and punctuality.

 FORMCHECKBOX 
  
I will report any address or telephone number change to my IL Representative immediately.

 FORMCHECKBOX 
  
I will apply for and use comparable benefits.

 FORMCHECKBOX 
  
I will attend my program and be on time. 

 FORMCHECKBOX 
  
I will follow my treatment program. 

 FORMCHECKBOX 
  
I will maintain sobriety.

 FORMCHECKBOX 
  
I will pay toward my services if required to do so.

 FORMCHECKBOX 
  
I will stay in touch with my DORS counselor.

 FORMCHECKBOX 
  
I will take my medications as prescribed.

Other:      

4. Documentation
A. Evaluation Criteria:      


B. Participant Comments:      

Supervisor's Signature

Date


Counselor Signature

Date


Participant Acknowledgement:  My signature indicates I agree with this Plan. I understand that the Plan is not final and services will not begin unless DORS approves of the Plan and my DORS counselor signs it.
Participant’s Signature

Date

Participant’s Representative
See your DORS counselor to obtain this form in Braille, in large print, on disk or in another format.
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