

DEPARTMENT OF INTELLECTUAL AND DEVELOPMENTAL DISABILITIES

Therapeutic Services
STAFF INSTRUCTIONS FOR:

Name of Person Supported: ___ ___________________   Agency: _________________________
Home Address: ________________________________________________
Instructions:   (Pictures if possible)
· Required Equipment:

· Any precautions relevant to implementing the instructions:

· Steps for implementation

Service Provider’s Signature/Credentials:  _____________________   Date created: __________
Review Date (at least annually while services provided):  ______________ 
Revision Date (as applicable): ________________

DIDD Staff Instructions
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