	FACILITY NAME                                                       HEALTH CARE PLAN # 1



	CONSUMER: 


	HOME:  

	Health related concern(s):    FOLLOWUP ON SERIOUS HEALTH STATUS CONCERNS  

                                                 (LIST EVENT SPECIFICALLY)
                                                           (ER VISITS, HOSPITALIZATIONS, SIGNIFICANT INJURIES, SERIOUS  

                                                           MEDICATION ERRORS, INJURIES OF UNKNOWN ORIGIN,  

                                                           ABUSE/NEGLECT/EXPLOITATION RESULTING IN NEED FOR MEDICAL F/U)

Long term goal:   Consumer will achieve/maintain optimal health status following identified 

                              event, through __________________________.

                                                                                                                                                     (Date)       

	Date of Event
	Brief Description of Event, Dates of Admission/Discharge to ER or Hospital (if applicable)
	List Nursing and other Assessments Completed with Dates, f/u Tests, Diagnostics, Physician Visits r/t Event
	List Content of Training, Who Received, & Date Completed

	
	
	REVIEWED AND UPDATED
ALL OTHER HCP’S AND

ADDED ADDT’L HCP’S OR

INTERVENTIONS NOW

NEEDED AS A RESULT OF  THIS EVENT

Date/Initials: ______________
	Reviewed by nurse a minimum of monthly until issue resolved:

Date: ____________

Initials: __________

Date: ____________

Initials: __________
Date: ____________

Initials: __________
Date: ____________

Initials: __________

DATE HCP D/C’D:

____________________



PAL/gs
