Child name: ________________________________


Date: ________________


Individual Health Care Plan

Child: _________________________________________________________________  DOB: ________________  Date: ___________________

Present Status
Current Treatment in Place
Further Actions Needed
Person Responsible
Follow up Plan

Problem #1







Problem #2





Problem #3





Problem #4 







Vision

Hearing

Immunizations

Nutritional

Dental Health

Date of Dental Exam

Mental Heath

Developemental Assessment





Comments:







Health Planning Conference Participants

As a member of the  Health Management planning conference, I understand that information presented at this conference is confidential and not for public dissemination.

______________________________________      ______________________________________    
______________________________________

Parent





Parent





DCBS -FSW

______________________________________      _______________________________________   
______________________________________

Foster Parent




Foster Parent

 


DBS - FSOS

______________________________________      ________________________________________   
______________________________________

Health Care Provider



Mental Health Provider 



DCBS – Medically Fragile Liaison

______________________________________     ________________________________________            ______________________________________

Health Care plans distributed date________________________________________  by ____________________________________________________
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