STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
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	Name of IHSS Recipient: 
	Recipient's Telephone #: 
	Recipient's Address: 
	Name of Primary Contact Responsible: 
	Relationship to Recipient: 
	Name of Care Provider 1: 
	Contact Phone #1: 
	Name of Care Provider 2: 
	Contact Phone #2: 
	Name of Care Provider 3: 
	Contact Phone #3: 
	Describe the implementation of the Protective Supervision 24-Hour-A-Day Coverage Plan: 
	Date: 
	Contact's Telephone #: 


