
 
 
 
Name of Agency 
      
Case Manager Name 
      

E-mail address 
      

Consumer Name 
      

Consumer Number 
      

Date of Intake (mm/d/yyyy) 
      

 
 

INTAKE ISSUES 
      
      
      
      
 
 

PLAN OF ACTION  
      
      
      
      
 
 

OBJECTIVES
      
      
      
      
 
 
Anticipated date of plan completion (month, day, year) 
      
Signature of Case Manager or ID code 
                          

Date (month, day, year) 
      

 
 

DHHS APPROVAL 
Approved plan dates (month, day, year) (beginning and ending) 
      -       

DHHS Authorization Number 
      

Signature of DHHS Staff Member or ID Code 
                          

Date of Approval (month, day, year) 
      

 
 

BLOCK GRANT PLAN OF ACTION 
State Form 54038 (9-09) / DHHS 0022 
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