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	2. ACTION: I want to…

WHAT:



	

	WHEN:



	WHERE:



	HOW OFTEN:




3. What will make it hard for me to complete my action plan?

_______________________________________________________________

4. What I will do to overcome these challenges:
_______________________________________________________________

5. My level of confidence:
	1

I am not at all confident
	2
	3

I can’t do it right now
	4
	5

Maybe I can do it
	6
	7

I think I can do it
	8
	9
	10

I absolutely know I can do it


7. I will REVIEW this ACTION PLAN on (date): __________________________________
Via:     ( call from clinic      ( follow up with appointment  

8. NOTES:

_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
IDOCC: Adopted from www.healthypartnerships.org
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