Agency Name:      
 FORMCHECKBOX 
    ORIGINAL BIP













 FORMCHECKBOX 
  SEP


 FORMCHECKBOX 
    REVISED BIP 




BARRIER INTERVENTION PLAN
	PARTICIPANT:
	     
	COUNSELOR:
	     

	DATE COMPLETED:
	     
	CRP: 
	     

	EMPLOYER:
	     
	POSITION:
	     

	SERVICE DATES:
	     
	UNITS BILLED 

THIS REPORT:
	     


BARRIERS/ISSUES
   INTERVENTIONS DETAILED (WHO, HOW, WHAT, WHEN, WHERE, ETC.)           COMMENTS/BASELINE/PROGRESS

	     
	     
	     


	     
	     
	     

	     
	     
	     

	COMMENTS:       


	HOURS REQUESTED FOR NEXT MONTH:


	     


	PLEASE DESCRIBE PLAN TO PROVIDE BI FOR NEXT MONTH –  INTERVENTIONS NEEDED:


	



