
Local Health Department Case Management Documentation  
Minimum Elements for Documentation 

Name of Beneficiary Address of Beneficiary DOB Recipient ID # Legally Responsible Party: 
     
Phone:   Best to contact: (how/when/where?) 
 
 

Needs Identified  Interventions / Activities Performed By:  
LHD/ Parent/ Other 

Outcome & Anticipated Time 
Frames 

Evaluation 
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