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A shared check-in held about 30 days after intake. The purpose is to celebrate progress, name what is hard, and adjust the Restoration Plan with the participant, not to judge or shame. Complete it in conversation, and let the participant speak in their own words.
	Participant name

	Date of intake

	Review date


	Staff completing review

	Others present

	Participant took part?
☐  Yes        ☐  No        


1   Since Intake
	What has changed since intake?

	What is working?


	What is not working?

	New concerns?



2   Progress on Priorities
Use the priorities and 90-day goals from the Initial Restoration Plan.
	Priority area
	90-day goal
	On Track
	Needs Support
	Not Started
	Notes / barriers

	
	
	☐
	☐
	☐
	

	
	
	☐
	☐
	☐
	

	
	
	☐
	☐
	☐
	

	
	
	☐
	☐
	☐
	

	
	
	☐
	☐
	☐
	


3   Health, Safety & Participation
If any safety concern is present, stop and follow the Crisis & Emergency Response Protocol.
	Medical appointments kept?
☐  Yes        ☐  No        
	Medications taken as prescribed?
☐  Yes        ☐  No        
	Engaged with mental-health support?
☐  Yes        ☐  No        

	Substance use since intake?
☐  Yes        ☐  No        
	Any safety concern (self or others)?
☐  Yes        ☐  No        
	Housing / living situation stable?
☐  Yes        ☐  No        

	Participation in program activities

	☐  Consistent
	☐  Some
	☐  Limited

	Notes (health, safety, attendance, relationships in the community)



4   In the Participant’s Words
	What are you proud of so far?

	What has been hardest?


	What support do you need more of?

	What would you change about your plan or the program?


	Readiness to change at intake (1–10)

	Readiness now (1–10)

	What changed?



5   Strengths Observed     STAFF
	Strengths, growth, and contributions staff have noticed



6   Updated Priorities & Plan Changes
	Priority
	Updated goal (next 60 days)
	Support needed
	Target date

	1
	
	
	

	2
	
	
	

	3
	
	
	



	Changes to the Restoration Plan

	Referrals or services needed


	Recommendation

	☐  Continue current plan
	☐  Continue with plan changes
	☐  Increase level of support

	☐  Refer to additional services
	☐  Hold a case conference
	☐  Begin transition planning

	☐  Other: ____________
	
	

	Next review date

	Updated plan given to participant?
☐  Yes        ☐  No        
	Case conference date (if needed)


	Participant comments (in their own words)


	Participant signature

	Date

	Staff signature


	Supervisor / director review (if required)

	Date

	Notes
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