	Child/Beneficiary Name

     
	Eligibility Period

     
	Your County Health Department

address 1

address 2

phone

	Child/Beneficiary ID Number

     
	Date of Birth

     
	

	Address

     
	

	Mother/Guardian

     
	Phone

     
	Family Phone Line:
(800) 359-3722

	Father/Guardian

     
	Phone

     
	Poison Control: 
(800) 222-1222

	Alternate Caregiver
     
	Phone

     
	Date 

     
	Update 

     
	Update 

     
	Update 

     


Children’s Special Health Care Services PLAN OF CARE

	CSHCS Diagnosis(es)  
     

	Other Significant Health Concerns
     

	Primary Care Doctor

     
	Phone

     

	Pharmacy

     
	Phone

     

	Insurance

 FORMCHECKBOX 
 MA FFS     FORMCHECKBOX 
 MA HMO           FORMCHECKBOX 
  Primary           FORMCHECKBOX 
 Secondary       

	J&B Medical
 FORMCHECKBOX 
 (check if eligible for incontinent supplies)
	Phone

(800) 737-0045

	Cardiologist


     
	Phone

     
	Last Visit

     
	Next Visit

     

	Endocrinologist

     
	Phone

     
	Last Visit

     
	Next Visit

     

	Gastroenterologist

     
	Phone

     
	Last Visit

     
	Next Visit

     

	Neurologist

     
	Phone

     
	Last Visit

     
	Next Visit

     

	Ophthalmologist

     
	Phone

     
	Last Visit

     
	Next Visit

     

	Orthopedist

     
	Phone

     
	Last Visit

     
	Next Visit

     

	Otolaryngologist (ENT)

     
	Phone

     
	Last Visit

     
	Next Visit

     

	Pulmonologist

     
	Phone

     
	Last Visit

     
	Next Visit

     

	Physical Medicine and Rehabilitation

     
	Phone

     
	Last Visit

     
	Next Visit

     

	Urologist

     
	Phone

     
	Last Visit

     
	Next Visit

     

	Other Specialist
     
	Phone

     
	Last Visit

     
	Next Visit

     

	Other Specialist
     
	Phone

     
	Last Visit

     
	Next Visit

     

	Hospital
     
	Phone

     


Community Services

	Nursing Agency 
     
	Phone

     
	Authorized Hours per Day:
     

	PT Provider

     
	Phone

     
	Frequency

     

	OT Provider

     
	Phone

     
	Frequency

     

	ST Provider

     
	Phone

     
	Frequency

     

	Other Provider

     
	Phone

     
	Frequency

     

	Special Community Services Needs:      


CSHCS Program Basics





 Resources

	 FORMCHECKBOX 
 Eligibility Notice
	 FORMCHECKBOX 
 Received local packet

	 FORMCHECKBOX 
 Payment Agreement/Adjustment
	 FORMCHECKBOX 
 Being Prepared in an Emergency

	 FORMCHECKBOX 
 Backdating
	 FORMCHECKBOX 
 Newsletter

	 FORMCHECKBOX 
 Review Providers/Additional
	 FORMCHECKBOX 
 CSN Fund

	 FORMCHECKBOX 
 Medical Reports/ROI/P650
	 FORMCHECKBOX 
 SSI

	 FORMCHECKBOX 
 Insurance Premium Pmt/Cobra
	 FORMCHECKBOX 
 Family Support Subsidy

	 FORMCHECKBOX 
 Prior Authorization
	 FORMCHECKBOX 
 Support Groups

	 FORMCHECKBOX 
 Working with Primary Insurance
	 FORMCHECKBOX 
 WIC

	 FORMCHECKBOX 
 Outstanding Bills
	 FORMCHECKBOX 
 Immunizations

	 FORMCHECKBOX 
 Out of State
	 FORMCHECKBOX 
 Maternal Infant Health Program

	 FORMCHECKBOX 
 Transportation, Lodging
	 FORMCHECKBOX 
 Early On

	 FORMCHECKBOX 
 Incontinence Supplies
	 FORMCHECKBOX 
 Respite

	 FORMCHECKBOX 
 
	 FORMCHECKBOX 
 Adoption Subsidy

	 FORMCHECKBOX 
 
	 FORMCHECKBOX 
 


Areas of Concern.  If checked, comment below:

	1  FORMCHECKBOX 
 Allergies      FORMCHECKBOX 
 Drug      FORMCHECKBOX 
 Other
	  9  FORMCHECKBOX 
 Immunizations not UTD per MCIR

	2  FORMCHECKBOX 
 Cardiovascular
	10  FORMCHECKBOX 
 Neurological/Seizures

	3  FORMCHECKBOX 
 Dental
	11  FORMCHECKBOX 
 Skin

	4  FORMCHECKBOX 
 Endocrine/Metabolic
	12  FORMCHECKBOX 
 Sleeping

	5  FORMCHECKBOX 
 Gastrointestinal
	13  FORMCHECKBOX 
 Upcoming appointments, treatments

	6  FORMCHECKBOX 
 Genitourinary
	14  FORMCHECKBOX 
 Vision

	7  FORMCHECKBOX 
 Hematological
	15  FORMCHECKBOX 
 Other

	8  FORMCHECKBOX 
 Hearing
	16  FORMCHECKBOX 
 


Comments:  

	     


Medications
	     


Equipment  & Supplies
Check if applicable 
	 FORMCHECKBOX 
 Apnea Monitor
	 FORMCHECKBOX 
 Gastrostomy Supplies
	 FORMCHECKBOX 
 Positioning Device

	 FORMCHECKBOX 
 Air Conditioning
	 FORMCHECKBOX 
 Glucometer
	 FORMCHECKBOX 
 Prosthetics

	 FORMCHECKBOX 
 Air  Mattress
	 FORMCHECKBOX 
 Hearing Aid
	 FORMCHECKBOX 
 Pulse Oximeter

	 FORMCHECKBOX 
 Bath Chair
	 FORMCHECKBOX 
 Hospital Bed
	 FORMCHECKBOX 
 Scale

	 FORMCHECKBOX 
 BP Monitor
	 FORMCHECKBOX 
 House Ramp
	 FORMCHECKBOX 
 Shoe Lifts

	 FORMCHECKBOX 
 Car/Van Lift
	 FORMCHECKBOX 
 Incontinent Supplies
	 FORMCHECKBOX 
 Stander

	 FORMCHECKBOX 
 Car Seat/Booster
	 FORMCHECKBOX 
 IV Therapy
	 FORMCHECKBOX 
 Stroller

	 FORMCHECKBOX 
 Cochlear Implant Device
	 FORMCHECKBOX 
 Lifting  Device
	 FORMCHECKBOX 
 Suction Machine

	 FORMCHECKBOX 
 Commode
	 FORMCHECKBOX 
 Nebulizer/Inhaler
	 FORMCHECKBOX 
 TPN Supplies

	 FORMCHECKBOX 
 Communication Device
	 FORMCHECKBOX 
 Orthodontia
	 FORMCHECKBOX 
 Trachestomy Supplies

	 FORMCHECKBOX 
 CPAP/BiPAP
	 FORMCHECKBOX 
 Orthotics
	 FORMCHECKBOX 
 Ventilator

	 FORMCHECKBOX 
 Diabetic Supplies
	 FORMCHECKBOX 
 Ostomy Supplies
	 FORMCHECKBOX 
 Walker

	 FORMCHECKBOX 
 Dialysis Supplies
	 FORMCHECKBOX 
 Oxygen
	 FORMCHECKBOX 
 Wheelchair

	 FORMCHECKBOX 
 Eyeglasses
	 FORMCHECKBOX 
 Peak Flow Meter
	 FORMCHECKBOX 
      

	 FORMCHECKBOX 
 Feeding Chair
	 FORMCHECKBOX 
 Percussion Vest
	 FORMCHECKBOX 
      


	DME Provider/Phone
	Item
	Date Received
	Due for Replacement

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Respiratory Status



 FORMCHECKBOX 
 No apparent problem
	Technical Support
	Interventions
	 FORMCHECKBOX 
Oxygen
	 FORMCHECKBOX 
Mist Tent

	 FORMCHECKBOX 
Ventilator
	 FORMCHECKBOX 
Able to clear
	 FORMCHECKBOX 
Nasal       FORMCHECKBOX 
Trach
	 FORMCHECKBOX 
Mist trach collar

	 FORMCHECKBOX 
CPAP
	 FORMCHECKBOX 
Unable to clear
	 FORMCHECKBOX 
          L/min
	 FORMCHECKBOX 
Aspiration precaution

	 FORMCHECKBOX 
BiPAP
	 FORMCHECKBOX 
Suction
	      FORMCHECKBOX 
Continuous
	 FORMCHECKBOX 
Humidification

	 FORMCHECKBOX 
Other
	      FORMCHECKBOX 
Oral        FORMCHECKBOX 
Trach
	      FORMCHECKBOX 
 prn        
	 FORMCHECKBOX 
Nebulizer

	Frequency      
	      FORMCHECKBOX 
Nasopharyngeal
	 Freq
	 FORMCHECKBOX 
Oximeter

	     
	      FORMCHECKBOX 
Tip      Freq
	 FORMCHECKBOX 
Titrating
	     

	Trach Size      
	      FORMCHECKBOX 
Deep  Freq
	 FORMCHECKBOX 
Weaning program
	 FORMCHECKBOX 
Trach wean

	     
	 FORMCHECKBOX 
PPD               
	     
	     

	Comments:       


Nutrition








Fluids & Electrolytes 

	Wt          Ht         
	 FORMCHECKBOX 
 TPN
	IV Fluids/Meds

	 FORMCHECKBOX 
 Formula        Amount      
	Freq      
	    FORMCHECKBOX 
Peripheral

	 FORMCHECKBOX 
 NG/JG      FORMCHECKBOX 
GT      FORMCHECKBOX 
 Pump
	On      
	    FORMCHECKBOX 
Central/Broviac

	 FORMCHECKBOX 
 Special diet      
	Off      
	    FORMCHECKBOX 
Port

	 FORMCHECKBOX 
 Regular diet  
	 FORMCHECKBOX 
Dressing change
	     

	Comments:      
	Freq      
	 FORMCHECKBOX 
Monitor I&O

	
	     


Family Health Education Addressed
	 FORMCHECKBOX 
 Car Seat, Booster Seat
	 FORMCHECKBOX 
 Food Resources
	 FORMCHECKBOX 
 Public Health Services

	 FORMCHECKBOX 
 Child Proofing
	 FORMCHECKBOX 
 Health Care Clinics
	 FORMCHECKBOX 
 Respite

	 FORMCHECKBOX 
 Comm Disease/Safe Practices
	 FORMCHECKBOX 
 Healthy Diet
	 FORMCHECKBOX 
 Rights & Responsibilities

	 FORMCHECKBOX 
 Day Care Services
	 FORMCHECKBOX 
 Home Environment Survey
	 FORMCHECKBOX 
 Safe Sleep

	 FORMCHECKBOX 
 Dental Care
	 FORMCHECKBOX 
 Housing/Shelters
	 FORMCHECKBOX 
 Safety

	 FORMCHECKBOX 
 Diagnostics
	 FORMCHECKBOX 
 Lead Testing
	 FORMCHECKBOX 
 School Services

	 FORMCHECKBOX 
 Disease Process
	 FORMCHECKBOX 
 Legal Aid
	 FORMCHECKBOX 
 Second Hand Smoke

	 FORMCHECKBOX 
 Drugs/Alcohol Use
	 FORMCHECKBOX 
 Mental Health Service
	 FORMCHECKBOX 
 Sibling Support

	 FORMCHECKBOX 
 Environmental
	 FORMCHECKBOX 
 MI Child/Healthy Kids
	 FORMCHECKBOX 
 Smoking Cessation

	 FORMCHECKBOX 
 Exercise
	 FORMCHECKBOX 
 Parenting Classes
	 FORMCHECKBOX 
 Special Recreation/Camps

	 FORMCHECKBOX 
 Family Immunizations
	 FORMCHECKBOX 
 Parent Support Groups
	 FORMCHECKBOX 
 Transition Services

	 FORMCHECKBOX 
 Family Planning
	 FORMCHECKBOX 
 Pest Control
	 FORMCHECKBOX 
 Transportation

	 FORMCHECKBOX 
 Family Violence
	 FORMCHECKBOX 
 Poison Control Center
	 FORMCHECKBOX 
 Vocational Services

	 FORMCHECKBOX 
 First Aid/CPR Training
	 FORMCHECKBOX 
 Prenatal  Care
	 FORMCHECKBOX 
      

	Comments:      


Functional Status (walking, wheelchair, transfers, bathing, dressing, toileting)
	Describe:       

	Speech/Language:       


Education 






Social

	School
Contact      
     

Phone      
	Child’s concerns 
     

	School Program
     
	Family Support System
     

	Transportation
     
	Siblings
     

	Growth & Development Concerns
     
	Financial impact
     


	Date 
	Problem/ Concern
	Goal
	Intervention/

Who will do
	Outcome/ Barriers
	Date Resolved

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


· Please review this Plan of Care.  

· If there are no changes or corrections, sign this page and return only this page in the enclosed envelope.  

· Please call to make changes or corrections.  

	 FORMCHECKBOX 
 Please send a copy to      , M.D.  
	Date sent
	


	Parent/Legal Guardian/Client Signature
	
	Date
	


	Care Coordinator Signature
	
	Date
	


 FORMCHECKBOX 
 Nurse’s name
phone
 FORMCHECKBOX 
 Nurse’s name
phone

 FORMCHECKBOX 
 Nurse’s name
phone
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