
OAKLAND COUNTY HEALTH DIVISION 
CHILDREN’S SPECIAL HEALTH CARE SERVICES PLAN OF CARE 

 
IDENTIFYING INFORMATION 

Client Name: CSHCS ID #: 
Birthdate: Gender: 
Address: 
 

Phone #: 
Alt Phone: 

Parent/Guardian: Other Insurance: 
 
⎯ Home Visit  Telephone Call    
 

MEDICAL 
Written Qualifying Diagnosis/es: 
 
Brief Description of Current Medical Status (include procedures planned for upcoming year, 
new/anticipated issues, referrals needed, etc.) 
 
 
 
 
 
 
 
 
 
 
 

FUNCTIONAL STATUS  
7=independent  6=indep w/ assist device  5=indep w/ supervision  4=needs minimal aid 
3= moderate aid  2= maximum aid  1= dependent 
Mobility: 
AMB_____     W/C____   TFS______ 

ADL’s: 
Dress___  Bath___ Toilet___ Feed___ 

Language/Communication/Sensory Issues: 
(vision, hearing, speech) 
 
 
 

EDUCATIONAL/COMMUNITY 
School Program: 
Name/Address/Phone:                                                        Program/Grade Level: 
 
 
 
Contact Person: 
 
Date Last IEP: 
                 IFSP: 
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Client Name: CSHCS ID #: 
 
 

SOCIAL SUMMARY - REQUIRED 
 
 
 
 
 
 
 
 
 
 
 
 

THERAPIES 
(school/community/private) 

Name/Facility Type of Therapy Treatment Plan 
 
 
 
 

  

 
 
 
 

  

 
 
 
 

  

 
 

MEDICAL PROVIDERS 
Include current and list plans for upcoming year (i.e. frequency, treatment provided, procedures 
planned, etc) 
Inpatient Facilities (i.e., hospitals): 
 
 
 
 
Outpatient Facilities (i.e., labs): 
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Client Name: CSHCS ID #: 
 

 
List All Medical Providers 

Name, Address, Phone Specialty / Hospital Affiliation Frequency / Treatment Plan 

 
 
 
 
 
 

Primary Care Physician 
 
 
 

 
 
 
 
Last Well Exam: 

 
 
 
 
 
 

Dentist  
 
 
 
Last Exam: 
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Client Name: CSHCS ID #: 
  
 
 

ADDITIONAL MEDICAL PROVIDERS 
Name, Address, Phone Specialty / Hospital Affiliation Frequency / Treatment Plan 
 
 
 

  

 
 
 

 
 
 

 
 
 

 
 
 

  

 
 
 

  

 
 

 
Pharmacy 

List all medications (Rx and OTC) & Route 
   
   

Equipment 
   
   

DME/IV Providers 
   
   

 
 

ADDITIONAL COMMENTS (optional) 
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SIGNATURE PAGE 
 
 
Client Name: CSHCS ID #: 
 
 

SIGNATURES OF THOSE PARTICIPATING IN COMPLETION OF POC 
Parent/Guardian/Client:                                                                  Date: 
 
Nurse:                                                                                              Date: 
 
 
 
 
 
 
 
If there are NO corrections to the PLAN OF CARE: 
 
 
 

RETURN THIS PAGE ONLY 
 
 
Otherwise return corrections and this page. 
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