ARFPSHN Initial INDIVIDUAL HEALTH CARE PLAN                    

	Consumer Name
	 
	UCI#
	 
	DOB:
	 
	Date:



	IHCP MEMBERS
	NAME
	ADDRESS/PHONE/FAX/EMAIL

	Individual
	
	

	Family/Conservator/Authorized Representative
	
	

	Service Coordinator
	
	

	Primary Care Physician
	
	

	ARFPSHN Administrator
	
	

	ARFPSHN RN
	
	

	IHCP primary person and alternate designee (responsible for day-to day monitoring of health/nrsg. Care plans)
	
	

	Emergency Contact
	
	


	HEALTH/NURSING CARE PLAN (S)

	HEALTH CARE CONDITIONS
	Health/Nrsg Care Plan Reviewed?
	Is there a Nursing 

Procedure?
	Is there a training plan for staff?  
	SUMMARY OF HEALTH CARE CONDITIONS
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	ALERTS/HIGH RISK

	
	

	
	

	
	

	
	

	
	

	
	


	CURRENT MEDICATIONS

	Medications (Name/Dosage/Frequency/Route)
	Prescribing DC MD
	Identified Community MD
	Medication’s Purpose

	
	
	
	

	
	
	
	

	
	
	
	

	CURRENT TREATMENT ORDERS

	TREATMENT ORDERS
	Prescribing DC MD
	Identified Community MD
	PURPOSE

	 
	 
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	MEDICAL/HEALTH INFORMATION

	Allergies 

(Any allergies identified)
	

	Medication Changes 

(List any changes in type, dosage and frequency)
	

	Immunizations

(Any new immunizations)
	  

	Health Care Plans

(Current, changes, etc.)
	 

	Health Status

(Concerns, changes, referrals or health related issues)
	 

	Medical/Consultation

Appointments 
	

	Laboratory Tests/Test Exams


	Lab Result Date

Name of Lab Test

Normal Range

Lab Result 

WNL/Low(L)/High(H)/

Abnormal ( ABN)




	Appointments
	Frequency


	Dates
	Findings/Results:

	Physical
	
	
	

	Dental
	
	
	

	Opthal
	
	
	

	Audiology
	
	
	

	Speech/Lang
	
	
	

	Dermatology
	
	
	

	Neurologist
	
	
	

	Cardiology
	
	
	

	PM&R Clinic
	
	
	

	Ortho
	
	
	 

	GI
	
	
	

	US/Mammogram
	
	
	

	GYN
	
	
	

	Chest x-ray
	
	
	

	Podiatry
	
	
	

	
	
	
	

	

	 Height   inches:
	Current Weight:  

Date:  
	Weight upon Placement:

Date:
	AWR:   

	Current Diet: 
	

	Emergency Room Visits
	 

	Hospitalizations
	  

	Primary Care Physician Visits (the consumer  shall be examined by his or her primary care physician at least once every 60 days, or more frequently if indicated).
	   Month

Date seen

      by Physician

    Physician Name/Location

  Reason for Visit/Diagnosis

      Treatment/Result

Comments




	PROFESSIONALS

	PROFESSIONAL TYPE
	NAME
	ADDRESS
	PHONE NUMBER

	Service Coordinator
	
	
	

	Community 

Primary Care Physician
	
	
	

	Community-Dentist
	
	
	

	Social Worker
	
	
	

	Community-Neurologist
	
	
	

	Community - Dietician
	
	
	

	RN Consultant 
	
	
	

	Community-Podiatrist
	
	
	

	Respiratory Therapist
	
	
	

	Physical Therapist
	
	
	

	Occupational Therapist
	
	
	

	Recreation Therapist
	
	
	

	Community - Behaviorist
	
	
	

	Community – Cardiologist
	
	
	

	Community - Ophthalmologist
	
	
	

	Community – Pulmonologist
	
	
	

	Community – ENT
	
	
	

	Community – GI
	
	
	

	Community-Psychologist
	
	
	

	DME
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	MEDICAL SUPPLY/EQUIPMENT
	MEDICAL SUPPLY/EQUIPMENT
	MEDICAL SUPPLY/EQUIPMENT

	
	
	

	
	
	

	
	
	

	
	
	


	ACTIVITIES OF DAILY LIVING

	Bathing
	

	Dressing
	

	Hygiene & Grooming
	

	Toileting
	

	Eating
	

	Transfers
	

	Sleep Habits
	

	Other
	

	INTENSIVE SUPPORT SERVICES THE CONSUMER IS RECEIVIING

	

	

	

	

	

	

	

	

	

	

	

	


	I have reviewed the Individual Health Care Plan and based upon the information provided to me with in this document, I find that the medical condition of the consumer is predictable and stable at this time and agree that that the consumer is appropriate for an ARFPSHN.  



	Physician Signature: _____________________________________Date: ______________________________




	Next IHCP team meeting (Review every 6 months at a minimum)  
	6 months from placement 

Date:


Individual Health Care Plan Team Members 
	IHCP MEMBER
	NAME
	SIGNATAURE
	DATE

	Individual
	
	
	

	Family/Conservator/Authorized Representative
	
	
	

	Service Coordinator
	
	
	

	Primary Care Physician
	
	
	

	ARFPSHN Administrator
	
	
	

	ARFPSHN RN 
	
	
	

	Others as needed:
	
	
	

	Others as needed:
	
	
	

	Others as needed:
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                           See W & I Code Sections 4418.0, 4418.25., 4418.3, and 4418.7 
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