Care Plan

Client: _____________________________________ Date of Plan:  ___________________
Address:___________________________________________________________
Phone:_____________________Emerg.Contact:___________________________
Landmarks/gate codes:_______________________________________________
DNR Status: Has DNR?     ☐YES   ☐ NO        Location? _______________________
ALLERGIES: __________________________________LEFT ALONE? ☐YES    ☐ NO
[bookmark: _GoBack]Medical Conditions/Precautions: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Care Needs: 
· 
☐Hearing: __________________
☐Speech:___________________
☐Vision:____________________
☐Swallowing:__________________
☐Sensitivity to smell: ___________
☐Other:______________________  

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications/Supplements: 
Medication Location:  ________________________________________________
Assist Type:  ☐Remind _____________________☐Dispense _________________
Times per Day: ______________________________________________________________________________________________________________________________________
Ambulation: 
Fall Risk:  ☐ Fall Risk	☐Poor Balance	☐No History	
Equipment/Aides: ______________________________________________________________________________________________________________________________________
Transfers: 
☐Can Bear Weight     ☐Stand by assist	☐Partial Assist	☐Full Assist
Equipment/Aides: (hoyer/gait belt/hosp. bed etc.) ______________________________________________________________________________________________________________________________________
Elimination: 
Incontinence:   ☐Urination	☐Bowels	☐Wears Briefs/Pads _____________
Issues:  	☐Constipation	☐Diarrhea 
Equipment: ☐Commode    ☐Riser    ☐Grab Bars     ☐Other: _________________
______________________________________________________________________________________________________________________________________
Bathing, Grooming & Dressing:
Bathing: 
Method:   ☐ Shower	☐Bath	☐Sponge Bath 	Frequency: ___________
Equipment: ☐Bench       ☐Grab Bars     ☐Hand-held Wand     ☐Non-Slip Mats

Hygiene:	☐Dental/Dentures:  _______________________________________   ☐Skin Care: ______________________________________________
Grooming:	☐Nail/Hair Care: __________________________________________
Dressing: 	☐Independent     ☐Light Assist     ☐Full Assist
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Meals: 
Assistance: ☐Cooking    ☐Preparation    ☐Feeding    Appetite: ☐Good    ☐Poor
☐Special Diet: _____________________ ☐Restrictions:____________________
☐Swallow Precautions:_____________ Shopping By: _______________________
Meal Times: Breakfast ______   Lunch ________Dinner________ Snacks _______
_________________________________________________________________________________________________________________________________________________________________________________________________________
Driving:
Vehicle: ☐Client Drives	Needs Caregiver to Drive:  ☐Client car   ☐ Caregiver car
______________________________________________________________________________________________________________________________________
Pet Care:
Cat:   ☐Feeding    ☐Litter Box    ☐ Indoor/Outdoor_________________________
Dog:   ☐Feeding    ☒ Walking: ___________ ☐ Indoor/Outdoor:______________
Precautions: ________________________________________________________
Daily Routine Notes: 
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Additional Care Notes:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
