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PROS Admission: Initial Services Recommendation (ISR)
NYSCRI Version 2.5 (9/14)

Organization Name:

Program Name:

Individual’s Name (First / Ml / Last):

Record #:

DOB:

Admission Date:

Admission Date.

These services will be provided during the development of the Individualized Action Plan
(IAP); ISR is valid until the IAP is complete but no longer than 60 days from the

(Components and Services can be added to the ISR at any time while the IAP is being developed; Psychiatrist/

Psychiatric Nurse Practitioner Signature Required if Clinical Treatment is Added)

Component (ex: CRS; IR; ORS;

Service Description/

Date Added Clinical Treatment) Modality Expected Duration Frequency
Individual Served: Individual Served Signature: Date:
Completed By - Print Staff Name/Credentials of Staff Signature: Date:
Clinical or Professional Staff who prepared ISR:

Professional Staff — Print Name/Credentials: Professional Staff - Signature: Date:
(ONLY required if the above staff signature is not
Professional Staff)

Date:

Psychiatrist or Psychiatric Nurse Practitioner —
Print Name/Credentials:

(ONLY required when participant is enrolling in
Clinical Treatment services)

Psychiatrist or Psychiatric Nurse
Practitioner Signature:






