Form 4

PERSONAL ASSISTANCE SERVICES PROGRAM
CONSUMER PLAN OF SERVICE

Page 1 of 7
Not to exceed PASP hours and temporary hours
Consumer Name: Office Use Only
E-mail: Weekday Hours:
Day of Week Service Needed: SUNDAY Weekend Hours:
Total Hours:
Time of Day Description of Estimated
Services needed Service Need Time for Completion
Total Hours: hours
Consumer Signature: Date: ,
Reviewed By: Date: ,
PASP Assessor
Approved By: Date: ,
PASP Coordinator
Comments:

Forward revisions of the above schedule to: Lorraine Hentz
lhentz@sussex.nj.us or Fax 973-579-0555
1/02  Division of Disability Services, New Jersey Department of Human Services




Form 4

PERSONAL ASSISTANCE SERVICES PROGRAM
CONSUMER PLAN OF SERVICE

Page 2 of 7
Not to exceed PASP hours and temporary hours
Consumer Name: Office Use Only
E-mail: Weekday Hours:
Day of Week Service Needed: Monday Weekend Hours:
Total Hours:
Time of Day Description of Estimated
Services needed Service Need Time for Completion
Total Hours: hours
Consumer Signature: Date:
Reviewed By: Date:
PASP Assessor
Approved By: Date:
PASP Coordinator
Comments:

Forward revisions of the above schedule to: Lorraine Hentz
lhentz@sussex.nj.us or Fax 973-579-0555
1/02  Division of Disability Services, New Jersey Department of Human Services
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PERSONAL ASSISTANCE SERVICES PROGRAM
CONSUMER PLAN OF SERVICE

Page 3 of 7
Not to exceed PASP hours and temporary hours
Consumer Name: Office Use Only
E-mail: Weekday Hours:
Day of Week Service Needed: Tuesday Weekend Hours:
Total Hours:
Time of Day Description of Estimated
Services needed Service Need Time for Completion
Total Hours: hours
Consumer Signature: Date:
Reviewed By: Date:
PASP Assessor
Approved By: Date:
PASP Coordinator
Comments:

Forward revisions of the above schedule to: Lorraine Hentz
lhentz@sussex.nj.us or Fax 973-579-0555
1/02  Division of Disability Services, New Jersey Department of Human Services
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PERSONAL ASSISTANCE SERVICES PROGRAM
CONSUMER PLAN OF SERVICE

Page 4 of 7
Not to exceed PASP hours and temporary hours
Consumer Name: Office Use Only
E-mail: Weekday Hours:
Day of Week Service Needed: Wednesday Weekend Hours:
Total Hours:
Time of Day Description of Estimated
Services needed Service Need Time for Completion
Total Hours: hours
Consumer Signature: Date:
Reviewed By: Date:
PASP Assessor
Approved By: Date:
PASP Coordinator
Comments:

Forward revisions of the above schedule to: Lorraine Hentz
lhentz@sussex.nj.us or Fax 973-579-0555
1/02  Division of Disability Services, New Jersey Department of Human Services
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PERSONAL ASSISTANCE SERVICES PROGRAM
CONSUMER PLAN OF SERVICE

Page 5 of 7
Not to exceed PASP hours and temporary hours
Consumer Name: Office Use Only
E-mail: Weekday Hours:
Day of Week Service Needed: Thursday Weekend Hours:
Total Hours:
Time of Day Description of Estimated
Services needed Service Need Time for Completion
Total Hours: hours
Consumer Signature: Date:
Reviewed By: Date:
PASP Assessor
Approved By: Date:
PASP Coordinator
Comments:

Forward revisions of the above schedule to: Lorraine Hentz
lhentz@sussex.nj.us or Fax 973-579-0555
1/02  Division of Disability Services, New Jersey Department of Human Services
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PERSONAL ASSISTANCE SERVICES PROGRAM
CONSUMER PLAN OF SERVICE

Page 6 of 7
Not to exceed PASP hours and temporary hours
Consumer Name: Office Use Only
E-mail: Weekday Hours:
Day of Week Service Needed: Friday Weekend Hours:
Total Hours:
Time of Day Description of Estimated
Services needed Service Need Time for Completion
Total Hours: hours
Consumer Signature: Date:
Reviewed By: Date:
PASP Assessor
Approved By: Date:
PASP Coordinator
Comments:

Forward revisions of the above schedule to: Lorraine Hentz
lhentz@sussex.nj.us or Fax 973-579-0555
1/02  Division of Disability Services, New Jersey Department of Human Services
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PERSONAL ASSISTANCE SERVICES PROGRAM
CONSUMER PLAN OF SERVICE

Page 7 of 7
Not to exceed PASP hours and temporary hours
Consumer Name: Office Use Only
E-mail: Weekday Hours:
Day of Week Service Needed: Saturday Weekend Hours:
Total Hours:
Time of Day Description of Estimated
Services needed Service Need Time for Completion
Total Hours: hours
Consumer Signature: Date:
Reviewed By: Date:
PASP Assessor
Approved By: Date:
PASP Coordinator
Comments:

Forward revisions of the above schedule to: Lorraine Hentz
lhentz@sussex.nj.us or Fax 973-579-0555
1/02  Division of Disability Services, New Jersey Department of Human Services




