                    R&K HOME HEALTHCARE AGENCY
                             In-home and trusted care that comes to you right where you need it

                                       CARE PLAN

Care Plan 
(to be filled out during intake with the family)
Section A: Client Information
· Client Name: ____________________________________
· Date of Birth: _______________
· Address: _______________________________________________________________
· Phone Number: _____________________
· Primary Physician: ___________________________  Phone: ___________________
· Emergency Contact: ________________________ Relationship: ________________

Section B: Medical Information
· Primary Diagnosis: ______________________________________________________
· Secondary Diagnoses/Conditions: __________________________________________
· Allergies: ______________________________________________________________
· Medications (list all):
1. ____________________________ Dose: ________ Frequency: ________
2. ____________________________ Dose: ________ Frequency: ________
3. ____________________________ Dose: ________ Frequency: ________
4. ____________________________ Dose: ________ Frequency: ________
5. ____________________________ Dose: ________ Frequency: ________

Section C: Functional Assessment
· Mobility Status: ☐ Independent ☐ With Assistance ☐ Non-Ambulatory
· ADL (Activities of Daily Living) Support Needed (check all that apply):
☐ Bathing ☐ Dressing ☐ Toileting ☐ Feeding ☐ Grooming ☐ Transfers ☐ Medication Reminders
· Special Equipment:
☐ Wheelchair ☐ Walker ☐ Cane ☐ Oxygen ☐ Feeding Tube ☐ Other: _____________

Section D: Care Goals
· Short-Term Goals: ___________________________________________________
___________________________________________________________________

· Long-Term Goals: _____________________________________________________
_____________________________________________________________________

Section E: Services to be Provided
· Type of Service (check all that apply):
☐ Skilled Nursing (RN/LPN)
☐ CNA/HHA Personal Care
☐ Pediatric Aide Services
☐ Companion/Homemaker Support
☐ Other: ____________________________________
· Frequency of Services:
___________________________________________________________________
· Assigned Caregivers/Staff:
1. ____________________________ Role: ____________________________
2. ____________________________ Role: ____________________________

Section F: Emergency Preparedness
· Client’s Preferred Hospital:  ___________________________________________
· Special Instructions (evacuation, pandemic needs, etc.):
____________________________________________________________________




Section G: Review & Approval
· RN Signature: __________________________________ Date: ________________

· Client/Representative Signature: __________________________ Date: __________
· Care Plan Effective Dates: From: ______________ To: ______________

