Support Plan Worksheet
This worksheet is designed to help you think about your support needs, goals, and the types of help you want from your providers. The language is simple and clear to make it easy for everyone to understand.

1. Participant Details
Name: __________________________________________
NDIS Number: ___________________________________
Date of Birth: ____________________________________
Address: _________________________________________
Phone / Email: ____________________________________
Nominee / Guardian (if any): ________________________

2. Your Goals
Write down your goals. These can be short-term (things you want to achieve soon) or long-term (things you want to achieve over time).
Short-Term Goals: - _________________________________________________ - _________________________________________________ - _________________________________________________
Long-Term Goals: - _________________________________________________ - _________________________________________________ - _________________________________________________

3. Daily Living Needs
Think about what support you need each day.
Supports I Need Help With: - Personal care (for example: showering, dressing) ☐ Yes ☐ No - Meals or eating ☐ Yes ☐ No - Cleaning or home tasks ☐ Yes ☐ No - Taking medication ☐ Yes ☐ No - Other: _________________________________________
What I need help with exactly: - _________________________________________________ - _________________________________________________

4. Community and Social Supports
Supports I Need Help With: - Going to appointments ☐ Yes ☐ No - Shopping or errands ☐ Yes ☐ No - Social activities ☐ Yes ☐ No - Learning new skills ☐ Yes ☐ No - Transport ☐ Yes ☐ No
What I need help with exactly: - _________________________________________________ - _________________________________________________

5. Behaviour, Communication, or Emotional Support
Do I need support with: - Understanding information ☐ Yes ☐ No - Communicating with others ☐ Yes ☐ No - Managing emotions ☐ Yes ☐ No - Following routines ☐ Yes ☐ No - Safety concerns ☐ Yes ☐ No
What I need help with exactly: - _________________________________________________ - _________________________________________________

6. Assistive Technology or Equipment
Do I use or need: - Mobility aids ☐ Yes ☐ No - Communication tools ☐ Yes ☐ No - Bathroom or home equipment ☐ Yes ☐ No - Other: __________________________________________
What supports I need with equipment: - _________________________________________________ - _________________________________________________

7. Weekly Schedule
Use this section to plan when you need supports.
	Day of Week
	Supports Needed
	Time
	Provider Name

	Monday
	
	
	

	Tuesday
	
	
	

	Wednesday
	
	
	

	Thursday
	
	
	

	Friday
	
	
	

	Saturday
	
	
	

	Sunday
	
	
	



8. Important People or Contacts
Write down people who help you or who need to be contacted.
Family / Carer / Guardian: - Name: ___________________________________________ - Phone: __________________________________________
Support Coordinator (if any): - Name: ___________________________________________ - Phone: __________________________________________
Plan Manager (if any): - Name: ___________________________________________ - Phone: __________________________________________

9. What Works Well for Me
Things that help me feel comfortable: - _________________________________________________ - _________________________________________________
Things I do not like: - _________________________________________________ - _________________________________________________

10. Participant’s Strengths
Think about what you are good at.




11. Review Dates
Use this section to keep track of when your support plan is reviewed.
Plan Start Date: __________________________________
Review Date: _____________________________________
Next Review Date: _________________________________

12. Signatures
Participant / Nominee
Name: ______________________________________________
Signature: ___________________________________________
Date: ________________________________________________
Provider / Worker Helping with the Plan
Name: ______________________________________________
Signature: ___________________________________________
Date: ________________________________________________
