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PLAN OF CARE


Name:  _____________________________________	Plan of Care Date:  ____________________
D.O.B.:  _______________________	Health Card #: _______________________

HEALTH SECTION
Diagnosis:																											

MEDICATION:	☐ Yes	☐ No

Name 	Dosage	Time	Side Effects
																																																								

Reason for medication:																								_______	

How does s/he usually take his/her medication?  					________		

PSYCHOTROPIC MEDICATION:	☐ Yes	☐ No 

SEIZURES:
Type of seizures:_______			  Frequency of seizures:					
Length of seizures:						
Description of seizures:																																				________			

RELIGIOUS & CULTURAL CONSIDERATIONS: ________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________

ALLERGIES:
Food:														
Reaction:													
Drug:														
Reaction:													
Other:														
Reaction:													

Does the child have an anaphylactic allergy?    ☐   Yes	☐   No
Emergency procedures: _________________________________________________________________

SIGHT:
Does s/he wear glasses?	☐ Yes	☐ No

HEARING:
Tubes in ears:	☐ Yes	☐ No		Are ear plugs necessary: ☐ Yes	☐ No
If yes, for swimming ☐  cotton balls or ☐ ear plugs	For bath time ☐  cotton balls or ☐ ear plugs
Hearing aid:  ☐ Yes	☐ No

Does s/he need a special diet? (e.g., allergies, high, low calorie, food not eaten for religious reasons)?
													__															_											                         	_______

Physical limitations:
																																										

Assistive devices necessary:
																												

Other health concerns:
														
														

Charting required:  (to be completed by staff)
								_________					
									________				

HYGIENE SECTION
PERSONAL HYGIENE ROUTINE:
Does s/he prefer ☐ bath or ☐ shower?	Usual time for bathing?  		_____
		WITH 	WITH	
	INDEPENDENT	SUPERVISION	ASSISTANCE	DEPENDENT
Bathes self	☐	☐	☐	☐
Washes body	☐	☐	☐	☐
 Washes hand	☐	☐	☐	☐
Shampoo hair	☐	☐	☐	☐
Brushes teeth	☐	☐	☐	☐
Combs hair	☐	☐	☐	☐
Brushes hair	☐	☐	☐	☐

Comments:
																																										
														

FEMALE HYGIENE: 
Is she menstruating?  ☐  Yes	☐  No
		WITH 	WITH	
	INDEPENDENT	SUPERVISION	ASSISTANCE	DEPENDENT
Applies changes,	☐	☐	☐	☐
  disposes of sanitary products

Comments:
																												
														



MALE HYGIENE:
Shaves?  ☐  Yes	☐  No	Type of shaver:  _________________________________

		WITH 	WITH	
	INDEPENDENT	SUPERVISION	ASSISTANCE	DEPENDENT
	☐	☐	☐	☐

Comments:
																												
														


TOILETING:
Wears diapers?  ☐ No	☐  Always	☐  Night	☐  Outings

		WITH 	WITH	
	INDEPENDENT	SUPERVISION	ASSISTANCE	DEPENDENT
Indicates need for toilet 	☐	☐	☐	☐
Sits on the toilet?  ☐  Yes	☐  No
Scheduled Trained?  ☐  Yes	☐  No

If yes explain:																																									

Is s/he prone to constipation? ☐  Yes	☐  No
Does s/he have a regular elimination pattern? ☐  Yes	☐  No

Comments:
																																										

Charting required: (to be completed by staff)
																												
														


DRESSING AND UNDRESSING:
	                                      WITH                     WITH 	WITH	
	INDEPENDENT          PROMPS          SUPERVISION          ASSISTANCE          DEPENDENT
Dresses his/herself 	☐                        ☐                          ☐	☐	☐
Undresses him/herself	☐                        ☐                          ☐	☐	☐

Comments:
																																										

SCHOOL INFORMATION
Name of School: 		______________								
Address:													
Contact Person:								Phone #:   ______________________
Means of Transportation:											
Name of Company:								 Phone #:			
Usual pick up time		Usual drop off		

ROUTINES SECTION
WAKING ROUTINES:
What time does s/he wake up?	   Weekdays	______  	Weekend	_________
Does s/he awake on his/her own?	☐  Yes	☐  No

Comments:
																												
														

BED TIME ROUTINES:
What time does s/he go to bed?   Weekdays_______________    	Weekend __________________
Does s/he sleep in a bedroom alone?  ☐  Yes	☐  No
☐ Regular bed	☐  With rails	☐  With mats	☐ Other


Comments/Bedtime Routines:
												_______		_____________________________________________														__________________________________________
														
____________________________________________________________________________________


Does s/he sleep with light on ☐  or off  ☐?
Does s/he sleep through the night?  ☐  Yes	☐  No
If not usual wake up times:											
Will s/he get out of bed?  ☐  Yes	☐  No

Comments:
																												
														

MEAL TIME SECTION
EATING AND DRINKING:
		WITH 	WITH	
	INDEPENDENT	SUPERVISION	ASSISTANCE	DEPENDENT
Drinks from cup 	☐	☐	☐	☐
Uses spoon 	☐	☐	☐	☐
Uses fork 	☐	☐	☐	☐
Uses knife/cuts 	☐	☐	☐	☐

Special Equipment:
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Plate guard	☐  Yes	☐  No
Utensils	☐  Yes	☐  No
Cup	☐  Yes	☐  No
Bib	☐    Yes	☐    No


Gastrostomy tube	☐    Yes	☐    No
Emergency procedures required? 	☐    Yes	☐    No
What are the emergency procedures? _______________________________________________________																							

Feeding Schedule 		Times				Amount
																																										
Formula used:  											________	



Comments/Instructions:
																																										
____________________________________________________________________________________________

Food s/he likes:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________														_____________
____________________________________________________________________________________________
____________________________________________________________________________________________

Food s/he dislikes:
														
____________________________________________________________________________________________
____________________________________________________________________________________________

COMMUNICATION SECTION
EXPRESSIVE:

Uses gestures	☐  Yes	☐  No
Makes sounds	☐  Yes	☐  No
Uses single words	☐  Yes	☐  No
Speaks in sentences	☐  Yes	☐  No

Uses sign language	☐  Yes	☐  No
Uses Bliss Symbols	☐  Yes	☐  No
Uses picture book	☐  Yes	☐  No
Uses Tablet/ipad	☐  Yes	☐  No
		

Comments:
_________________________________________________________________________________________																																										______

Examples of words or actions used to express communication:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

COMPREHENSIVE:

Responds to gestures	☐  Yes	☐  No
Understands gestures	☐  Yes	☐  No
Follows direction	☐  Yes	☐  No


Comments:
																																										

Does s/he read? ☐  Yes	☐  No
Is s/he   ☐ left-handed	☐  right-handed	☐  ambidextrous

Comments:
_____________________________________________________________________																												________________________

SOCIALIZATION  SECTION
Will s/he approach others easily?	☐  Yes	☐  No
Will s/he interact with other?	☐  Yes	☐  No
Will s/he approach children?	☐  Yes	☐  No

Comments:
																												

Individual’s fears (i.e. height, animals, crowds):
																																										

ACTIVITIES AND OUTINGS SECTION
LIST OF ACTIVITIES PREFERRED:
Fine motor activities:												
Gross motor activities:											______
Sports:														
Music:														
Hobbies:													
Outdoors:													
Outings:													
Others:														

Activities s/he dislikes:
																												
Does s/he like competitive sports/games?	☐  Yes	☐  No
Does s/he like cooperative sports/game?	☐  Yes	☐  No
Favourite rewards (treats or tokens):
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


BEHAVIOUR SECTION
GENERAL STATEMENT OF BEHAVIOUR:
																																										
_____________________________________________________________________________________________


	Type of Behaviour (examples:  aggression, hyperactive, tantrums, self-injury, destruction of property, elopement, sexual, ritualistic, other)
	Several times daily
	Once a day
	Several times per week
	Once a week
	Other,
Explain

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	
Comments:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Possible Triggers:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Ways to manage behaviours:
																																										
____________________________________________________________________________________________

Emergency procedure: __________________________________________________________________________
																								__________________________																						
Is s/he on a formal behaviour program at school? ☐  Yes	☐  No

If yes explain:																																																																					

SEXUAL AWARNESS:
																																										
___________________________________________________________________________________________

NOTES-NOT COVERED BY ABOVE QUESTIONS:
	______________________________________________________________________________________
														
____________________________________________________________________________________________
	______________________________________________________________________________________
	______________________________________________________________________________________
														
____________________________________________________________________________________________



I agree that the information provided on the date of this Plan of care regarding my son/daughter is accurate. Any changes regarding my child’s care will be communicated to the respite program.




________________________________				_____________________________
	Name								relationship



_____________________________				_____________________________
	Signature							date








In case of illness or injury, can we administer any of the following medications or treatment to your child? 
Note:  PRN medications which can be given without a physician’s order.

APPROVED PRN MEDICATIONS	Yes	No
1. ACETAMINOPHEN (for pain or for a fever above 37.5)	☐	☐
2. SKIN – moisturizing cream to dry skin. 	☐	☐
3. CALAMINE LOTION 	☐	☐
4. SUNSCREEN LOTION	☐	☐
5. HYDROGEN PEROXIDE (for first aid use) 	☐	☐
6. POLYSPORIN OINTMENT 	☐	☐
                                                                                               


Parent’s signature if approved: _______________________________	Date:  _______________

Comments:
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

CONTACTS

Family to be contacted in event of an emergency:

Name:	_________________________________	Relationship:	_______________________________

Address:  ____________________________________________________________________________________
Phone:  ______________________	___________________________	_________________________
	Home	Cell	Work

Alternative Contact:

Name:	_________________________________	Relationship:	_______________________________

Address:  ____________________________________________________________________________________
Phone:  ______________________	___________________________	_________________________
	Home	Cell	Work


Family Physician/Developmental Pediatrician:	___________________________________	
					Name
Address:  ____________________________________________________________________________________
Phone #:  ___________________________________


Psychiatrist/Prescribing Physician:  ___________________________________	
				Name
Address:  ____________________________________________________________________________________
Phone #:  ___________________________________


Dentist:	___________________________________	
	Name
Address:  ____________________________________________________________________________________
Phone #:  ___________________________________

Other Specialist(s)/Therapists:

Name:  ____________________________________
Address:  __________________________________
__________________________________________
Phone #:  ________________________________
Service Provided: ___________________________	
Name:  ____________________________________
Address:  __________________________________
__________________________________________
Phone #:  ________________________________
Service Provided: __________________________


Consent to discharge your child(ren) is very important to us, please provide us with the names of individuals, who may pick your child(ren) up or drop them off.  Identification maybe required at those times.


	             Name(s) (please print)	Relationship

1.  ______________________________________	________________________________________
2.  ______________________________________	________________________________________
3.  ______________________________________	________________________________________
4.  ______________________________________	________________________________________
___________________________________	_______________________________________
Name of Parent/Caregiver	Signature
___________________________________	_______________________________________
Witness	Signature
       
___________________________________
Date


FOR OFFICE USE ONLY
SERVICE GOALS

Please mark an X in the appropriate box

Regular scheduled Respite			☐
Enhance social skills/social interaction with peers	☐
Crisis management/emergency placement			☐
Other:  _________________________________________
Reviewed By: __________________________________________	_________________
	Support Worker Staff 	Date	


Annual Review:

Reviewed By:						Reviewed By:					
									Support Worker Staff
Relationship: 					
Date:					______	 	Date:				______

(Please indicate if any changes have occurred in the last year i.e. interests, behaviours)
																													____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_														______________________________________________________________________________
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