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Ohio Department of Job and Family Services

Demonstration  & Supplemental Services Service Plan
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	Needs/Problems

	
	HOU 
Needs safe, affordable housing
INC
Needs sustainable income
COM
Needs to link w/ community resources

IL
Needs assistance w/ independent living 
MH
Needs mental health counseling
NUT
Needs nutrition counseling
	GDS
Needs relocation goods & services
DME
Needs durable medical equipment
SA
Needs service animal
SWK
Needs social work counseling

CD
Needs specialized communication devices
CM
Needs community Mentoring
	SNG
Needs skilled nursing
ST
Ne ADL
Needs assistance with ADL’s eds skilled therapies
IDL
Needs  assistance with IADL’s
TC            Needs transition coordination

	

	 FORMCHECKBOX 
  Approved by ODJFS  
	Initials
	     
	

	
	Date
	     
	








12/16/2008

For use by case management 








