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PLAN OF CARE/ IN HOME SKILLED NURSING:			
     
CLIENT NAME:                                                                   DATE OF INITIAL PLAN OF CARE:  ___/___/____
MEDICAL DX:                                                        ALLERGIES:  ___________
DAYS/HOURS OF SERVICE: MON-SUN
Does Client have an Advance Directive?      Yes          No       Copy Obtained	      info Given    Info Refused
TASKS TO BE PERFORMED BY:     LPN	RN                 
	NURSING DIAGNOSIS: 
1. ______________________
______________________
2. ______________________
______________________
3. ______________________
______________________
4. ______________________
______________________
5. ______________________
______________________

CARE/TREATMENTS TO BE PERFORMED:  
WOUND CARE: ______________________________________________________________________________________________________________
TUBE FEEDING:
G-TUBE/NG TUBE/J-TUBE: ___________________________________________________________________________________
CENTRAL LINE CARE:
PICC LINE CARE/MAINTAINENCE:
______________________________________________________________________________________________________________
G/I, G/U CARE:
FOLEY: ______________________
OSTOMY: ____________________
NUTRITIONAL CARE:
G-TUBE: _____________________
j-TUBE:  _____________________
NG TUBE: ____________________
OTHER:______________________________________________________________________________
	RELATED TO:  
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FREQUENCY/NOTES:  


_________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	Short Term Goals: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________Long Term Goals: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________Goals for Discharge:  ________________________________________________________________________________________________________________________________________________________________________________________________________ Changes in Client Status to be reported to Physician:   1._____________________________________________________________________________
2.______________________________________________________________________________
3.______________________________________________________________________________
4.______________________________________   ________________________________________
This Plan of Care has been developed by the RN based on the Physician’s orders with client/family input. It will be reviewed at orientation, at least every 30 days and at the 6 month reassessment to determine appropriateness & consistency with client needs,  and to monitor delivery of services. A copy is maintained in the client’s home and in the agency office.  



Client/Representative:  ADRIANA MARTE         / Relationship to Client: MOTHER      	Date: ____/_____/_____

RN Supervisor Name: ____________________________ RN Signature: ____________________________	   Date:____/____/______

Field Nurse/Title:  ______________________________  Nurse Signature:  __________________________	 Date:  _____/____/_____
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image1.png




image2.jpg
B0 et &
» 25
new]]ersey

"“"’ﬂwmmmw‘“"“




